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Your  patients  deserve  the  best 
in  specialized  care. 

Richmond  Eye  and  Ear  Hospital  has 
provided  the  best  in  specialized  care  for 
over  30  years... affording  the  physician  con- 
fidence that  his  patients’  needs  for  skilled 
surgery  are  efficiently  and  effectively  met. 

You  and  your  patients  can  rely  on  us  for 
microsurgery  of  the  eye,  ear,  nose,  throat, 
and  hand,  oral  surgery,  and  plastic  recon- 
struction-including cosmetic  surgery. 

Six  operating  rooms  with  sophisticated 
equipment  such  as  a microvitrector,  Cavi- 
tron  7500,  Wild  microscope,  Endolaser  and 
fiber  optics  instrumentation  provide  our 
surgeons  their  specialized  equipment  needs, 

Plastic  Surgery  services  at  Richmond  Eye 
and  Ear  have  been  enhanced  by  addition  of 
suction  lipectomy  and  fixed-fee  schedules 
for  elective,  cosmetic  procedures. 

Ambulatory  Surgery  facilities  provide  the 
surgeon  and  patient  convenience  and  cost- 
efficiency  of  a one-day  stay  with  Nursing 
follow-up  post-surgery.  A step-down  unit 


on  a nursing  floor  affords  out-patients  a 
quiet,  monitored  recovery  area  with  family 
waiting  nearby. 

Richmond  Eye  and  Ear  Hospital  also  is 
proud  of  its  large  Laser  Clinic,  offering 
Argon,  Argon/Krypton,  and  YAG  laser 
treatment. 

An  established  Physician  Referral  Service 
at  Richmond  Eye  and  Ear  Hospital  provides 
physicians  throughout  Central  Virginia 
quick,  reliable  access  to  skilled  surgical 
services  for  their  patients’  special  needs. 
Patients  seeking  professional  care  or  infor- 
mation may  call  directly  to  the  Referral 
Service. 

RICHMOND  EYE 
& EAR  HOSPITAL 

1001  E.  Marshall  Street 
Richmond,  Virginia  23219 
(804)  775-4524 


LETTERS 


Crippled  children,  respite  care  among 
auxiliary’s  many  beneficiaries 

People  have  asked  me,  “What  happens  to  the 
proceeds  of  the  Richmond  Academy  of  Medicine 
Auxiliary’s  Antiques  Show  and  Sale?’’ 

Since  1962  the  Richmond  Academy  of  Medicine 
Auxiliary  Foundation,  Inc.,  has  contributed  over 
$275,000  to  more  than  25  different  beneficiaries.  In 
1984  the  Auxiliary’s  contribution  helped  enable  the 
Richmond  Cerebral  Palsy  Center  to  purchase  a van. 
In  1980  and  1981  we  contributed  to  the  First  Lady’s 
Mental  Retardation  Program  project  and  our  contri- 
butions helped  enable  the  Jerome  F.  Smith  Dialysis 
Center  to  begin  operation  in  1975.  As  far  back  as 
1962,  the  Crippled  Children’s  Hospital  was  our 
beneficiary. 


With  the  1986  Show,  St.  Joseph's  Villa’s  Respite 
Care  Center  Summer  Day  Camp  will  become  a 
permanent  beneficiary.  We  are  also  looking  forward 
to  contributing  to  the  special  equipment  fund  of  the 
Cerebral  Palsy  Center  and  the  Science  Museum  of 
Virginia  as  annual  beneficiaries.  The  show  will  be 
held  at  the  Science  Museum  of  Virginia,  2500  West 
Broad  Street,  Richmond.  It  will  open  with  a pre- 
view sale  and  champagne  reception  on  February  6, 
1986,  and  run  through  February  9,  1986.  All  contri- 
butions are  tax  deductible. 

We  appreciate  the  help  of  Virginia  physicians  in 
supporting  our  beneficiaries. 

Karen  L.  Harp 

Chairman.  RAMA  Foundation 
PO  Box  14508 
Richmond  VA  23221 


/Is  a professional,  you  can  make  what 
Am.  may  prove  to  be  the  decision  of 
a lifetime. 

If  you  have  a young  patient  who 
requires  psychiatric  treatment,  perhaps 
it’s  time  to  consider  referring  him  or  her 
to  a psychiatric  hospital.  More  specifical- 
ly, consider  PIR. 

PIR  offers  three  levels  of  treatment: 
Acute  Care,  Residential  Treatment,  and 
Therapeutic  Day  School,  all  in  a campus 
setting.  A fourth  level,  Outpatient  Treat- 
ment, is  provided  by  Joe  W.  King,  M.D. 
& Associates,  P.C.  The  expert  staff  spe- 
cializes in  treating  only  children,  adoles- 
cents, and  their  families— they’ll  also 
maintain  close  contact  with  you  on  the 
progress  of  your  patient. 

So  if  you  know  a young  person 
having  trouble,  lend  a helping  hand. 
Call  PIR  at  329-4392. 


(cm-, 

A PIR 


Psychiatric  Institute 
of  Richmond 
Psychiatric  Institutes  of  America 
a subsidiary  of  National  Medical  Enterprises,  Inc. 

3001  Fifth  Avenue.  Richmond.  Virginia  23222 
South  Richmond  Outpatient  Office 
Located  at  8132  Forest  Hill  Avenue 
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At  The  Medical  Society  of 
Virginia’s  Annual  Meet- 
ing at  the  Homestead  in 
Hot  Springs,  the  House  of  Dele- 
gates took  the  following  actions 
during  its  second  session  on  No- 
vember 9,  1985.  Dr.  Richard  L. 
Fields,  Speaker,  and  Dr.  William 
H.  Barney,  Vice  Speaker,  conduct- 
ed the  session.  The  meeting's  pre- 
siding officer  was  Dr.  Harry  C. 
Kuykendall,  MSV  President  1984- 
1985. 

Unified  Membership 

After  protracted  discussion  both 
in  Reference  Committee  Three  and 
on  the  floor  of  the  House,  unified 
MSV/AMA  membership  swept  in 
by  a 90%  plurality.  (See  Va  Med 
1985;112:770-771,  and  in  this  issue 
see  the  editorials  on  page  46.) 

Specifically,  the  resolution  passed 
by  the  delegates  amended  the  Soci- 
ety's Articles  of  Incorporation  to 
read  that  “any  active  member  of 
the  Society  who  is  not  exempt  from 
paying  dues  to  the  Society  must 
also  be  a member  of  the  American 
Medical  Association." 


▼ From  left.  Dr.  Robert  V.  Gisolfi, 

Dr.  Barbara  A.  Mella,  and 

Dr.  Robert  M.  Allen,  all  of  Fairfax 


In  1965,  meeting  in  Richmond, 
the  House  rejected  a resolution 
calling  for  MSV/AMA  unification. 
Dr.  Richard  E.  Palmer,  Alexan- 
dria, who  was  President  then,  was 
at  the  Homestead  for  this  year’s 
vote.  Why  was  it  different  this 
year?  a reporter  asked.  “The  rea- 
sons for  unification  are  far  more 
compelling  today,"  he  answered. 

Virginia  is  the  fourth  state  to 
adopt  unified  membership  this 
year,  following  Kansas,  Mississippi, 
and  Utah.  Previously,  Illinois  and 
Oklahoma  were  the  only  unified 
states. 

Breast  Cancer 

To  study  diagnostic  screening  for 
breast  cancer,  the  delegates  asked 
The  Medical  Society  of  Virginia  to 
establish  a task  force  consisting  of 
representatives  of  the  Society,  the 
Virginia  Hospital  Association,  the 
Virginia  Chapter.  American  Col- 
lege of  Radiology;  Virginia  Chap- 
ter. American  College  of  Surgeons; 
Virginia  Section,  American  College 
of  Obstetrics/Gynecologists:  and 
third  party  payers. 

The  action  was  requested,  said 
the  resolution  from  the  Cancer 
Committee,  because  of  “the  policy 
of  third  party  payers.  . .that  mam- 


▲ Dr.  Joseph  L.  Crosier, 
Petersburg 


mography  may  be  indicated  when  a 
breast  mass  is  found  on  physical 
examination  or  when  signs  or 
symptoms  suggest  possible  malig- 
nancy,” whereas  “in  view  of  the 
high  incidence  of  breast  cancer, 
diagnostic  imaging  of  the  breast  for 
women  at  risk  [should]  be  inter- 
preted as  a medically  appropriate 
service.” 

See  the  related  editorial  on  page 
47  of  this  issue. 

Tobacco 

From  the  Virginia  Thoracic  Soci- 
ety came  a resolution  asking  The 
Medical  Society  of  Virginia  to 
“work  with  voluntary  health  agen- 
cies and  all  other  Virginians  to  cre- 
ate a smoke-free  society  by  the 
year  2000.”  The  resolution  ob- 
served that  “the  financial  and  emo- 
tional costs  of  premature  death  and 
disability  from  tobacco-related 
products  far  outweigh  the  econom- 
ic benefits.” 

The  delegates  took  the  resolution 
a step  further  by  changing  the  key 
phrase  to  "tobacco- free”  and 
passed  it  forthwith. 

Also  adopted  was  another  reso- 
lution from  the  Virginia  Thoracic 
Society  asking  the  Society  to  rec- 


A Dr.  Stanley  C.  Tucker, 
Richmond 


ommend  that  “hospitals  and  health 
care  facilities  in  Virginia  prohibit 
the  sale  of  tobacco  products 
through  gift  shops,  vending  ma- 
chines, or  other  patient  and  visitor 
services,  and  that  smoking  in  hos- 
pitals by  employees,  medical  staff, 
patients,  and  visitors  be  prohibited 
and/or  regulated  in  a manner  con- 
sistent with  the  health  care  mission 
of  the  provider.” 

Preadmission  Review 

Citing  “potential  harm  to  the  pa- 
tient as  a result  of  inappropriate 
denial  or  delay  in  admission,”  the 
delegates  adopted  a resolution 
charging  the  Society  with  the  de- 
velopment of  “appropriate  pread- 
mission certification  standards,”  to 
be  applied  “to  all  preadmission  re- 
view conducted  in  the  State  of  Vir- 
ginia.” The  resolution,  introduced 
by  the  Roanoke  Academy  of  Medi- 
cine, further  asked  that  a resolution 
be  introduced  into  the  AMA’s 
House  of  Delegates  to  accomplish 
the  same  thing  for  all  other  states. 

In  a separate  resolution,  also  in- 
troduced by  the  Roanoke  Acade- 
my, the  Medical  Society  of  Virginia 
Review  Organization  was  asked  to 


▼ Early  arrivals:  from  left,  Dr. 
Thomas  W.  Payne,  Dr.  James  E. 
Kopp,Dr.  Frederick  C.  Davis,  all  of 
Newport  News,  and  Dr.  Louis  D. 
Parham  of  Hampton. 
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“improve  the  communication  and 
education  of  the  members  with  re- 
gard to  the  criteria,  standards  and 
norms  it  uses  in  connection  with 
the  delivery  of  care  to  Medicare 
recipients  in  Virginia,"  so  that 
Medicare  patients  might  be  better 
served. 

Board  of  Medicine 

Twenty-one  proposals  relating  to 
the  State  Board  of  Medicine  were 
adopted  on  the  recommendation  of 
Reference  Committee  Two.  All  had 
come  from  the  report  of  the  ad  hoc 
committee  established  by  the  Soci- 
ety early  in  1985  to  study  the  way 
Virginia  physicians  are  disciplined. 
Some  of  the  proposals: 

- Add  two  citizen  members  to 
the  board. 

- Increase  compulsory  reporting 
of  disciplinary  matters,  without 
prosecution  of  or  penalty  to  the 
reporting  physicians  or  organiza- 
tion. 

- Hire  “immediately"  the  two  in- 
vestigators authorized  by  the  1985 
General  Assembly. 

- Extend  from  six  months  to  one 
year  the  time  that  must  pass  before 
a physician  whose  license  has  been 
revoked  can  reapply. 

- Ask  the  attorney  general  to  re- 
view the  need  for  additional  attor- 
neys to  prosecute  cases  for  the 
board. 


- Because  “the  most  important 


goal  of  the  disciplinary  process  is 
to  protect  the  public,"  place  less 
emphasis  on  rehabilitation  and 
more  on  removal  of  physicians 
from  practice. 

- Improve  tracking  of  cases  and 
followup  of  disciplinary  decisions 
by  the  staff  of  the  Department  of 
Health  Regulatory  Boards. 

- Increase  licensing  fees. 

- Implement  recent  protocol 
agreements  between  the  board  and 
The  Medical  Society  of  Virginia  to 
handle  issues  concerning  impaired 
physicians. 

- Hire  a licensed  physician  as  the 
board's  director. 

The  committee  also  asked  the 
House  to  adopt  a recommendation 
that  the  report  “be  presented  to 
and  discussed  with  both  the  current 
and  incoming  gubernatorial  admin- 
istrations," and  the  delegates  did 
so. 


Legislation 

The  Physician  Visitation  Pro- 
gram to  the  General  Assembly  ses- 
sions should  be  continued  and  sup- 
ported, decreed  the  House  in 
adopting  a resolution  from  the  So- 
ciety’s Legislative  Committee,  and 
continued  on  page  12 


A Dr.  John  W.  Knarr, 
Pulaski 


A Dr.  John  P.  Clarke, 
Virginia  Beach 
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PRESIDENTIAL  ADDRESS 


Three  Keys  to  Preservation  of  the  Profession 

Harry  C.  Kuykendall,  MD,  Alexandria,  Virginia 


In  the  Spring  of  the  year,  your  Medical  Society  of 
Virginia’s  leaders  traveled  to  Washington  to  sug- 
gest to  our  members  of  Congress  that  they  should 
use  care  in  dealing  with  medical  legislation,  lest 
they  destroy  us  in  the  process. 

In  this  Autumn  of  the  year,  I should  like  to  say 
that  I think  we  need  to  use  care  that  we  do  not 
preside  over  our  own  destruction. 

I see  the  gradual,  steady,  accelerating,  inexorable 
disassembly  of  the  medical  profession  in  the  United 
States.  And  I believe  it  is,  in  no  small  part,  our  own 
doing. 

Why — if  it  is — should  it  all  be  crumbling  like  this? 
What  have  I done?  What  have  you,  or  all  of  us, 
done  to  make  it  so? 

Paul  Starr,  professor  of  sociology  at  Harvard, 
says,  in  effect,  don’t  ask  why  this  “sovereign 
profession”  is  coming  apart.  Rather,  ask  how  it 
ever  came  to  be  in  the  first  place!  Such  a concentra- 
tion of  power,  prestige,  influence  and  wealth  in  a 
minor  population  segment  is  unprecedented  in  the 
history  of  mankind.  In  his  unflattering  and  preten- 
tious volume,  Starr’s  message  seems  implicit:  If  the 
medical  profession  as  we  have  known  it  has  been 
merely  a sociological  aberration,  then  it  will,  by 
nature,  dissipate  as  mysteriously  as  it  formed — or  at 
least  he  believes  it  certainly  should.  Therefore,  it 
doesn’t  matter  what  you  or  I do — or  don’t  do — in 
these  times.  The  evening  hand  of  the  collective 
human  milieu  will  level  it  all  out!  The  unnatural  will 
succumb  to  the  natural,  and  the  sociological  norm 
will  be  restored. 

But  I have  the  temerity  to  disagree  with  that.  I 
believe  there  is  much  that  we  can  do,  and  indeed 
need  to  do,  to  preserve  and  strengthen  that  unprec- 
edented “sovereignty”  which  has  created  the  finest 

Dr.  Kuykendall,  The  Medical  Society  of  Virginia’s 
President  1984-1985,  was  presiding  officer  at  the  Society’s 
annual  meeting  at  the  Homestead,  and  there  presented 
this  address  before  the  House  of  Delegates  on  November 
7,  1985. 

10  VIRGINIA  MEDICAL/JANUARY  1986 


medical  care  in  the  world.  They  are  things  that  only 
we  can  do,  in  fact.  And  they  are  probably  far  more 
important  than  those  incursions  from  without,  over 
which  we  have  less  control — the  litigiousness  of  our 
society,  the  unrelenting  urge  of  legislators  to  legis- 
late. What  things  need  fixing?  I think  there  are 
three:  our  numbers,  our  morality  and  our  stubborn 
independence. 

1 attended  a bar  association  meeting  some  time 
ago,  and  a lawyer  acquaintance  said  to  me, 
certainly  somewhat  in  jest  but  with  a ring  of  candor 
to  it,  “Harry,  why  do  people  treat  you  doctors  like 
princes  and  treat  us  lawyers  like  bums?” 

And  I replied,  somewhat  in  jest  but  with  a ring  of 
candor  to  it,  “Because  my  profession  never  made 
the  mistake  yours  did.  There  are  too  many  lawyers 
around — so  many  that  only  one  in  ten  of  you  can 
make  a living  practicing  law  and  so  you  have  to 
chase  ambulances  and  get  into  shady  deals  to  pay 
the  rent.  I have  so  much  demand  for  my  time  that 
it’s  easy  for  me  to  be  ethical.  I can’t  handle  all  the 
work  I have  and  so  it’s  easy  for  me  to  be  ethical.” 
But  that  was  20  years  ago.  Now  there  are  twice  as 
many  doctors  as  there  were  then  and  the  numbers 
are  increasing  rapidly.  For  every  doctor  who  goes 
out  of  practice  today,  two  and  three  come  in!  What 
are  they  all  doing? 

If  I were  to  set  out  to  deliberately  destroy  a group 
of  ethical  professionals,  I think  the  first,  most 
important  and,  perhaps  the  only  thing  I would  have 
to  do  would  be  to  flood  the  market  with  them  and 
then  sit  back.  And  I think  I would  shortly  see  their 
skein  of  yarn  coming  unraveled.  I think  they  would 
be  suddenly  subject  to  more  of  the  financial  uncer- 
tainty and  insecurity  that  other  people  feel  in  their 
jobs.  And  I think  that  then,  out  of  necessity — out  of 
the  laws  of  supply  and  demand — some  of  their  high- 
minded  ethical  behavior  would  begin  to  disappear. 
They  would  become  less  careful  to  return  referred 
patients;  they  would  become  quicker  to  castigate 
their  “competitors;”  they  would  begin  to  do  super- 
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fluous  procedures  and  unnecessary  surgeries  to 
support  their  wavering  economic  base;  they  might 
begin  to  refer  to  usury  as  “defensive  medicine;" 
some  would  retire  earlier;  some  would  go  bankrupt; 
some  would  begin  to  practice  outside  of  their  levels 
of  competence;  some  would  solicit  patients  and 
then  steal  patients  and  then  begin  to  chase  ambu- 
lances; and  some  would  go  to  the  federal  penitentia- 
ry for  Medicare  fraud! 

Philosophical  speculation?  No!  In  Alexandria, 
where  I live  and  practice,  a city  of  106.000  people 
with  three  times  the  national  average  of  physician  to 
population  ratio,  all  these  things  have  happened  and 
continue  to  happen  with  increasing  regularity. 

If  ethics  are  lost,  the  profession  is  gone.  Without 
morality  we  are  finished.  If  medicine  is  to  be  a 
trade,  then  it  needs  more  legislation  to  control  it; 
more  bureaucrats  to  regulate  it;  fiscal  intermediar- 
ies to  define  it  and  limit  it;  lawyers  to  oversee  it, 
direct  it,  and  discipline  it;  and  less  able  groups  will 
feel  compelled  to  invade  it. 

And  1 say  to  you  that  these  things,  too,  are 
already  happening.  And  it’s  getting  worse  every  day. 

But  I would  invite  now  your  closest  attention  to 
Quebec,  in  Canada,  whose  physicians  awoke 
one  morning  some  years  ago  to  find  that  they  had 
been  taken  over  the  night  before,  lock,  stock  and 
barrel,  by  the  government.  There  was,  all  of  a 
sudden,  compulsory  government  health  insurance 
with  compulsory  participation  by  all  physicians. 
Fees  awarded  would,  henceforth,  be  not  negotiable; 
there  would  be  mandatory  acceptance  of  those  fees 
as  payment  in  full  and  no  doctor  would  be  able  to 
withdraw  from  the  program  or  from  the  practice  of 
medicine  or  even  from  the  country  itself  except  that 
he  forefeit  his  home,  his  financial  estate  and  all  his 
assets.  And  he  would,  in  addition,  be  fined  for 
every  day  he  remained  out  of  practice! 

How  could  this  have  happened?  Why  didn't  they 
go  on  strike? 

Well,  they  did.  But  it  didn't  work. 

There  was  a stunning  lack  of  support  by  other 
professionals.  The  lawyers,  the  dentists,  the  archi- 
tects. the  clergy  were  all  silent.  But  the  biggest 
factor,  of  course,  was  division  in  the  profession 
itself.  True,  they  were  already  divided  somewhat  in 
that  half  of  them  were  English  speaking  physicians 
and  half  of  them  French  speaking  physicians  but 
that  really  wasn't  crucial. 

Crucial  was  the  separation  of  the  specialists  and 
the  generalists  and  the  university  professors.  The 
specialists  and  generalists  each  had  their  own  soci- 
eties; they  did  not  communicate,  they  did  not  even 


like  each  other  very  much,  evidently,  and  they 
could  not  pull  together.  While  the  university  profes- 
sors were  of!'  all  by  themselves  and  did  not  ap- 
preciate the  value  that  their  privately  practicing 
colleagues  placed  on  their  independence.  The 
professors  soon  capitulated,  the  strike  w^as  broken 
and  the  cause  was  lost. 

What  relevance  that  has  to  us  is  unmistakable. 
We  are  in  every  bit  as  much  danger  as  the  Quebe- 
cois  were  those  years  ago.  We  are  every  bit  as 
divided  and  unable  to  speak  w'ith  strength  and  unity 
as  they  were,  but  I hope  we  don't  have  to  live 
through  their  experience  in  order  to  learn  from  it. 

Well,  what  if  these  things  are  as  I say  they 
are?  What  if  we  are  becoming  the  architects 
of  our  own  demise?  What  can  we  do  about  it? 

What  if  we  are  too  many?  If  we  decreased  our 
medical  school  enrollments  by  50%  today , it  would 
still  take  seven  to  ten  years  to  even  slow  the 
increase.  And  that  says  nothing  about  all  the  foreign 
medical  graduates  who  continue  to  flock  here  in 
search  of  the  economic  and  professional  freedoms 
of  this  great  country.  And  anyway,  ‘T  can't  do  it," 
you  might  say.  But  I say  to  you,  if  that  is  something 
that  needs  doing,  we'd  better  find  some  way  to  do 
it — and  we’d  better  be  quick  about  it. 

What  if  our  morality  is  crumbling?  The  Federal 
Trade  Commission  ways  we  are  in  restraint  of  trade 
to  judge  the  conduct  and  the  fees  and  the  ethics  of 
our  peers.  And  anyway,  ‘7  can't  do  it,"  you  might 
say.  But  if  such  judgments  need  making,  we'd 
better  find  some  way  to  make  them — and  we'd 
better  be  quick  about  it. 

And  what  if  we’re  not  collegial  enough  to  speak 
with  one  voice.  Even  if  every  member  of  The 
Medical  Society  of  Virginia  belonged  to  the  Ameri- 
can Medical  Association,  there  would  still  be  thou- 
sands and  tens  of  thousands  and  a hundred  thou- 
sand in  this  great  nation  who  don't.  And  anyway,  "/ 
can't  fix  that,”  you  might  say.  But  if  that  is  some- 
thing that  needs  fixing,  we'd  better  find  some  way 
to  fix  it — and  we'd  better  be  quick  about  it. 

I ask  you  to  embrace  these  principles.  I ask  you 
to  dedicate  yourselves,  and  this  Society,  and  the 
entire  profession  of  medicine  to  these  tenets.  I ask 
you  to  refute  the  thinly  disguised  polemics  of  the 
Harvard  sociologists  who  have  their  own  agenda  in 
mind.  But  don't  leave  it  to  me.  Don't  leave  it  to  my 
successor.  Don't  leave  it  to  the  American  Medical 
Association. 

You  do  it!  Do  it  here!  Do  it  now!  This  week!  Find 
the  answers!  Frame  the  ideas!  Make  a beginning! 
You!  Light  the  way! 
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gram,  the  latter  a recommendation 
of  the  Vanguard  Committee. 

The  Vanguard  Committee  also 
recommended  to  the  House  that 
the  Society  “support  national  legis- 
lation, through  the  AMA,  for  reso- 
lution of  the  liability  problem.” 
The  recommendation  urged  “con- 
tinuation of  efforts  at  the  state  level 
to  study  and  improve  the  situation 
in  Virginia.”  The  delegates  en- 
dorsed that  recommendation. 

Medical  Malpractice 

“A  strong  contingency  plan” 
should  be  put  together  by  The 
Medical  Society  of  Virginia 
“should  legislation  be  forthcoming 
in  the  1986  session  of  the  General 
Assembly  which  would  adversely 
affect  current  malpractice  rates.” 
That  was  the  recommendation  to 
the  delegates  of  the  MSV  Malprac- 
tice Study  Committee,  and  it  was 
adopted  by  the  delegates  without 
delay.  (On  page  42  of  this  issue  is  a 
forecast  of  likely  action  at  the  1986 
General  Assembly.) 

Also  adopted  by  the  House  was 
the  MSV  committee’s  recommen- 
dations for  a strong  public  relations 
program  by  the  Society  aimed  at 
patients  as  well  as  the  business 
community. 

Auto  Safety 

Seven  recommendations  from 
the  Highway  Safety  Commmittee 
were  adopted  by  the  delegates: 

- Support  a law  requiring  the  use 
of  seat  belts  for  drivers  and  passen- 
gers of  vehicles  in  Virginia. 

- Encourage  enforcement  of  the 
child  restraint  law  through  letters 
from  all  component  medical  socie- 
ty presidents  to  the  local  police. 

- Support  legislation  changing 
the  blood  alcohol  level  for  convic- 
tion in  drunk  driving  from  .15%  to 
.10%. 

- See  that  immunity  is  provided 
for  any  physician  who  in  good  faith 
reports  a patient  unfit  to  drive. 

- Continue  to  support  the  use  of 


seat  belts  in  school  buses. 

- Ask  the  Department  of  Motor 
Vehicles  to  require  a biennial 
“physical  and  hearing  test  and! or 
road  test  for  any  driver  over  75 
years  of  age  based  on  an  interview 
with  a trained  DMV  examin- 
er. . .to  assess  the  need  for  further 
evaluation,  e.g.,  a physician  exami- 
nation and/or  road  test.” 

- Amend  the  Virginia  Code  to 
better  regulate  and  protect  pedes- 
trian traffic. 

Emergency  Care 

Reiterated  by  the  Emergency 
Medicine  Committee  was  the  rec- 
ommendation that  the  Society  sup- 
port a mandatory  seat  belt  law. 

Also  recommended,  and  adopted 
by  the  delegates,  was  the  develop- 
ment by  the  Society,  through  the 
Emergency  Medicine  Committee, 
of  uniform  state  “standards,  poli- 
cies, and  procedures.  . .for  the 
training  of  personnel  involved  in 
pre-hospital  emergency  medical 
care.  . .and  for  transportation  of 
the  sick  or  injured  person.” 

The  committee  also  called  for  an 
active  role  by  the  Society  in  “the 
development  of  issues  to  be  raised 
at  the  Public  Health  Congress”  in 
Richmond  in  May  1986.  The  House 
concurred. 

Finances 

On  the  recommendation  of  Ref- 
erence Committee  three,  the 
House  adopted  the  following  bud- 
get for  1985-86  submitted  by  the 
Finance  Committee: 


Salaries  $415,000 

Membership — printing,  mailing  2,500 

Stationery,  supplies  20,000 

Office  equipment — 

repair,  replace  25,000 

Building  maintenance,  repairs  47,000 

Telephone  18,000 

Postage  16,000 

Convention  expense  45,000 

Council,  committee  expenses  46,000 

Travel  expense 

AMA  delegates  41,000 


Executive  Vice  President 

and  staff 

16,000 

Expense/allowance 

President 

29,000 

President  Elect 

3.000 

Past  President 

1.589 

Virginia  Medical 

118.000 

Editor 

2,400 

Legal  expense 

125,000 

Legislative  expense 

14.000 

Walter  Reed  Commission 

1,500 

Auxiliary 

7.000 

Dues  (affiliated  organizations) 

1,400 

Newsletter 

6,000 

Continuing  medical  education 

8,500 

Physicians’  Health  and 

Effectiveness  Program 

15,000 

Miscellaneous 

5.000 

Computer  operation. 

maintenance 

22.000 

Auditor 

6,500 

Employee  benefits 

Retirement  fund 

106,000 

Insurance 

19,000 

Payroll  taxes 

28,500 

Consultants — legislative,  PR 

80,000 

Special  appropriations 

Virginia  Council  Health 

and  Medical  Care 

12.000 

Insurance  study 

5,000 

AMA-ERF 

1,000 

Scholarships 

MCV,  UVa,  EVMS 

6,000 

Rural  health 

1,800 

Student  medical  societies 

10,500 

Hospital  resident  section 

3,000 

Other  special  appropriations 

25,000 

TOTAL  EXPENSES  $ 1 ,355, 1 89 

Student  Loans 

Adopted  by  the  House  was  the 
Student  Loan  Program  of  the  Medi- 
cal Society  of  Virginia  Foundation. 
With  $60,000  on  hand,  the  program 
is  ready  to  start  making  loans,  said 
the  Student  Loan  Committee’s  re- 
port. 

Environmental  Protection 

Noting  that  an  Environmental 
Protection  Agency  for  Virginia  has 
been  suggested,  a resolution  from 
the  Virginia  Beach  Medical  Society 
and  the  Norfolk  Academy  of  Medi- 
cine asked  The  Medical  Society  of 
Virginia  to  support  retention  of  en- 
vironmental programs  in  the  State 
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▲ Reference  Committee  Two:  From  left,  in  front,  Dr. 
John  Boniface,  Jr.,  Galax;  Dr.  A.  Ashley  Futral,  Jr., 
Winchester;  Dr.  Joseph  V.  Puglise,  Woodbridge,  chair- 
man; and  Dr.  Darrell  K.  Gilliam,  Richmond.  Second  row, 
Dr.  Rolando  J.  Santos,  Springfield;  Dr.  Juan  M.  Montero, 
Chesapeake;  and  Dr.  H.  Paul  Rhodes,  Jr.,  Bedford. 


◄ Reference  Committee  Three:  front  and  center,  Dr.  John 
W.  Hollowed,  Portsmouth,  chairman.  First  row,  from  left, 
Dr.  S.  D.  Barranco,  Blacksburg;  Dr.  George  E.  Broman, 
Culpeper;  Dr.  John  C.  Bucur,  Arlington;  and  Dr.  John  L. 
Dobson,  Virginia  Beach.  At  rear.  Dr.  Jack  C.  Turner, 
Danville  (left),  and  Dr.  Raj  L.  Lawande,  Manassas. 


◄ Reference  Committee  One:  from  left,  first  row,  Dr.  Ira 
D.  Godwin,  Fairfax;  Dr.  James  A.  Shield,  Jr.,  Richmond, 
chairman;  and  Dr.  Edwin  J.  Harvie,  Jr.,  Danville.  Second 
row,  Dr.  C.  Robert  Meloni,  Alexandria;  Dr.  Maurice  M. 
Miller,  Norfolk;  and  Dr.  Ray  A.  Moore,  Jr.,  Farmville.  At 
rear,  Dr.  Richard  L.  Sallade,  Newport  News,  and  Dr. 
Oscar  A.  Thorup,  Jr.,  Charlottesville. 


Department  of  Health,  instead  of 
establishing  another  agency,  and 
asked  that  a copy  of  the  resolution 
stating  that  position  be  sent  to  key 
legislators.  The  delegates  adopted 
the  resolution. 

Medicare 

Rural-urban  differential  in  the 
payment  of  physicians  for  Medi- 


care Part  B was  challenged  in  a 
resolution  from  the  Southwest  Vir- 
ginia Medical  Society.  The  Medical 
Society  of  Virginia  should  “under- 
take whatever  action  is  appropri- 
ate” to  make  these  payments  equi- 
table, the  resolution  stated,  and  the 
House  agreed. 

Adopted  by  the  House  was  a 
resolution  from  Dr.  William  J.  Ha- 


Presiding  officer  of  the  Medical  Society  of  Virginia  Auxiliary’s  concurrent 
annual  meeting  was  Mrs.  H.  Alan  Bigley,  Jr.,  Petersburg,  who  appears  here 
with  the  Auxiliary’s  newly  elected  officers.  From  left,  front  row,  Mrs. 
Norman  R.  Edwards,  Newport  News,  treasurer;  Mrs.  Bigley;  Mrs.  Clyde 
W.  Vick,  Jr.,  Petersburg,  president;  and  Mrs.  Victor  N.  Guerrero, 
Manassas,  third  vice  president.  Second  row,  Mrs.  Marvin  N.  Lougheed, 
Boones  Mill,  first  vice  president;  Mrs.  Donald  E.  Sly,  Norfolk,  president 
elect;  and  Mrs.  Ira  D.  Godwin,  Fairfax,  recording  secretary.  Not  present 
for  the  picture  were  Mrs.  John  Q.  A.  Mattern,  Newport  News,  correspond- 
ing secretary,  and  Mrs.  Robert  P.  Nirschl,  Arlington,  second  vice  president. 


good,  Jr.,  that  “The  Medical  Socie- 
ty of  Virginia  request  the  American 
Medical  Association  to  study  and 
report  to  the  Society’s  AMA  dele- 
gation regarding  the  feasibility  of 
Medicare  and  Medicaid  being  ad- 
ministered by  private  enterprise.” 

Impaired  Physicians 

Acting  on  recommendations 
from  the  Physicians’  Health  and 
Effectiveness  Committee,  the  dele- 
gates authorized  the  committee  to 
1)  assist  in  chemical  abuse  pro- 
grams in  other  health  professional 
fields;  2)  accept  referrals  of  medi- 
cal students  and  house  officers 
whether  or  not  they  hold  a Virginia 
license  to  practice  medicine;  and  3) 
act  as  agent  for  medical  schools 
and  teaching  hospitals  in  managing 
impairment  problems. 

Dr.  Barney,  the  committee’s 
chairman,  has  elected  to  step 
down,  and  Reference  Committee 
Three’s  report  took  the  opportuni- 
ty to  express  “our  appreciation  for 
his  unique  contribution  to  The 
Medical  Society  of  Virginia.” 
Strong  applause  from  the  delegates 
endorsed  the  commendation.  Dr. 
Barney  played  a key  role  in  the 
impaired  physicians  program  from 
its  beginnings  four  years  ago. 

Civil  Commitment 

A resolution  on  civil  commit- 
ment offered  by  the  Virginia  Psy- 
chiatric Society  and  adopted  by  the 
delegates  appears  on  page  36  of  this 
issue. 

Honors 

The  delegates  affirmed  as  Presi- 
dent Dr.  Charles  M.  Caravati,  Jr., 
who  was  duly  installed  by  Dr. 
James  H.  Sammons,  Executive 
Vice  President  of  the  AMA.  Turn 
the  page  for  a group  picture  of  all 
the  new  officers. 

Three  new  councilors  were  elect- 
ed: Dr.  William  H.  Sipe,  Newport 
News;  Dr.  Gerald  C.  Burnett, 
Continued  on  page  19 
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At  the  reception  for  new  50-Year  Club  members,  Dr.  Harry  C.  Kuykendall  (right),  who  presented 
the  certificates,  greets  Dr.  Thomas  L.  Lucas,  Charleston,  South  Carolina. 


Dr.  Ernest  Schweiger,  Portsmouth  (left), 
and  Dr.  Harry  Pariser,  Norfolk 


Dr.  Wellford  C.  Reed,  Richmond  (left), 
and  Dr.  William  V.  Rucker,  Bedford 
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Photographed  at  the  Homestead  im- 
mediately after  their  election  are  the 
ISV  officers  described  at  right, 
left.  President  Caravati,  Presi- 
Fields,  Vice  President  Up- 
Speaker  Barney  (seated).  Vice 
er  Broman,  Vice 
Hulvey,  and  Vice  President 
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President  Charles  M.  Caravati,  Jr.,  MD.  Richmond,  48,  dermatologist  in 
group  practice,  was  a Medical  Society  of  Virginia  councilor  for  six  years 
and  for  four  years  has  been  an  alternate  MSV  delegate  to  the  AMA.  He 
has  been  chairman  of  the  Bylaws  Committee  and  the  Ad  Hoc  Committee 
to  Study  the  Disciplinary  Functions  of  the  Board  of  Medicine,  and  has 
served  on  the  Legislative  Committee.  Dr.  Caravati  is  a past  president  of 
the  Richmond  Academy  of  Medicine. 

President  Elect  Richard  L.  Fields,  MD,  Fairfax,  54,  practices  otology 
with  an  associate.  For  The  Medical  Society  of  Virginia,  Dr.  Fields  has 
been  a vice  councilor,  chairman  of  the  Vanguard  Committee,  and 
successively  Vice  Speaker  and,  for  five  years.  Speaker  of  the  House.  He 
has  been  president  of  the  Fairfax  County  Medical  Society  and  is  chief  of 
the  otorhinolaryngology  service  at  the  Fairfax  Hospital. 

First  Vice  President  Glenn  B.  Updike,  Jr.,  MD,  Danville,  59,  in  the  solo 
practice  of  ob/gyn,  was  an  MSV  councilor  from  1979  until  his  election  to 
the  vice  presidency.  For  The  Medical  Society  of  Virginia  he  was  chairman 
for  ten  years  of  the  Legislative  Committee  and  has  served  on  the 
Vanguard  Committee  and  the  Medicine/Business  Coalition.  For  the 
Danville-Pittsylvania  Medical  Society  he  has  been  secretary-treasurer. 

Second  Vice  President  J.  Thomas  Hulvey,  MD,  Abingdon,  50,  orthopedic 
surgeon  practicing  with  a group,  has  been  an  MSV  councilor,  chairman  of 
the  Membership  Committee,  and  a member  of  the  Legislative,  Vanguard, 
and  Sports  Medicine  Committees.  He  is  a past  president  of  the  Southwest 
Medical  Society.  The  Virginia  High  School  League  Coaches  Association 
tapped  Dr.  Hulvey  last  year  to  be  the  first  recipient  of  the  Frank  C. 
McCue  III  Award  for  sports  medicine. 

Third  Vice  President  Donald  S.  Thorn,  MD,  Annandale,  66,  internist 
practicing  solo,  has  held  every  office  the  Fairfax  County  Medical  Society 
offers,  notably  the  presidency.  For  four  years  he  has  been  a Medical 
Society  of  Virginia  vice  councilor.  Dr.  Thorn  has  served  on  the  Member- 
ship and  Physicians’  Health  and  Effectiveness  Committees  and  on  the  ad 
hoc  committee  studying  disciplinary  procedures  in  Virginia. 

Speaker  of  the  House  William  H.  Barney,  MD.  Lynchburg.  61.  in  the  solo 
practice  of  internal  medicine,  has  served  five  years  as  Vice  Speaker  and 
has  been  a member  of  VaMPAC’s  board  and  of  the  Vanguard  and 
Education  Committees.  Having  seen  the  Physicians'  Health  and  Effec- 
tiveness Committee  through  its  beginnings,  he  relinquished  that  chair- 
manship last  year.  Dr.  Barney  has  been  president  of  the  Lynchburg 
Academy  of  Medicine  and  chief  of  staff  at  Lynchburg  General  Hospital. 

Vice  Speaker  George  E.  Broman,  Jr.,  MD,  Culpeper,  53,  practicing 
surgery  in  partnership,  has  served  The  Medical  Society  of  Virginia  as 
second  vice  president,  vice  councilor,  and  chairman  of  the  Membership 
Committee.  He  has  been  a member  of  the  VaMPAC  board  and  of  these 
four  comittees:  Vanguard,  Legislative,  Negotiations,  and  Public  Rela- 
tions. For  the  Culpeper  County  Medical  Society  Dr.  Broman  has  been 
successively  secretary-treasurer,  vice  president  and  president. 
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The  Batarde  University  Medical  School  (bums) 
was  founded,  quite  by  accident,  on  February  30, 
1879  (or  1863),  and  its  alumni  are  proud  to  meet 
each  year  during  The  Medical  Society  of  Virginia’s 
annual  meeting.  This  report  was  presented  before 
bums  alumni  at  the  November  1985  meeting  at  the 
Homestead  in  Hot  Springs. 

Recent  research  has  unearthed,  among  other 
bizarre  facts,  an  early  relationship  between  the 
bums  and  Cardinal  Torquemada  of  the  Spanish 
Inquisition.  A parchment  text,  outlining  a medical 
review  organization,  delegating  investigative  pow- 
ers to  the  Chief  Inquisitor  and  his  associates,  was 
found  in  the  tower  of  Toledo. 

The  sanctions  proposed  against  medical  evildoers, 
whose  crimes  ranged  from  giving  excessively  compe- 
tent medical  care  to  failing  to  countersign  the  appro- 
priate exorcisms,  were  typical  of  the  times.  Thus,  the 
contract  provided  public  shunning  in  cases  of  patients 
remaining  in  an  institution  beyond  the  norm.  Cases  of 
unnecessary  cupping  might  result  in  loss  of  the  “cup- 
ping hand,”  and  not  documenting  the  need  for  leech- 
ing would  be  sanctioned  by  removal  of  all  ten  finger- 
nails. 

Quality  of  care  being  the  primary  concern  of  the 
Cardinal,  it  has  been  shown  that  his  inquisitors, 
displaying  great  zeal,  engaged  in  many  successful 
witch  hunts,  including  the  celebrated  auto  de  fe  of 
Medicaid,  when  35  prominent  barber-surgeons 
were  communally  burned  at  the  stake,  each  having 
had  three  or  more  postoperative  hematomas.  After 
this  famous  reaffirmation  of  quality  care,  the  inci- 
dence of  hematomas  decreased  rapidly  since  no 
surgery  was  performed  for  the  next  30  years. 

Flipping  through  the  bums  archives  revealed 
many  other  hitherto  unknown  facts  of  medical 
history.  It  appears  that  Dr.  Theodore  Billroth,  after 
successfully  perfecting  bowel  anastomosis,  was 
asked  by  the  German  Imperial  Quality  Assurance 
Commission  to  reduce  his  bowel  resections  by  25% 
since  obviously  that  many  cancers  were  not  statisti- 
cally allowed  in  Imperial  Germany. 

Dr.  Semmelweiss,  in  Vienna,  was  sanctioned  for 
prolonging  hospital  stays  in  maternity  cases,  caus- 
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Early  rendering  of  Batarde  Medical  School 
with  the  notation,  “ View  from  the  Moat.” 


ing  mothers  to  stay  in  the  hospital  alive,  rather  than 
opting  for  the  more  economical  death  by  puerperal 
fever,  which  reduced  inhospital  time  dramatically. 

Batarde  University  also  took  a firm  stand  in 
censuring  ridiculous  assertions  regarding  the  useful- 
ness of  vaccines  in  preventing  tetanus.  It  was 
considered  more  cost  effective  to  allow  the  natural 
course  of  lockjaw  to  proceed  in  an  outpatient  set- 
ting, resulting  in  a clear  saving  of  food  costs  while 
awaiting  the  patient’s  demise.  Further,  it  was  advo- 
cated that  politicians  be  given  an  attenuated  case  of 
lockjaw,  thus  saving  the  country  from  parliamenta- 
ry discussions,  on  a permanent,  verifiable  basis. 

It  also  appears  that  the  thrice-daily  viewings  of 
Alexis  St.  Martin’s  gastric  fistula  by  Dr.  William 
Beaumont  was  one  of  the  most  flagrant  examples  of 
overutilization  of  gastic  endoscopy  known  until 
recent  times  and  should  have  resulted  in  suspension 
of  Dr.  Beaumont’s  participation  in  the  Frontier 
Health  Care  Program. 

From  this  brief  overview  it  should  be  clear  to 
every  bum  that  our  dear  old  alma  mater  was  truly  a 
pioneer  in  utilization  review,  and  we  should  all 
applaud  the  hindsight  through  which  modern  bu- 
reaucracy has  been  able  to  continue  in  the  traditions 
so  brilliantly  carried  on  in  the  past  by  our  own 
beloved  Batarde  University  Medical  School. 

— Leonardus  Minimus 
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▲ Dr.  Custis  L.  Coleman, 
Richmond 


South  Boston,  and  Dr.  James  L. 
Patterson,  Jr.,  Pulaski. 

Elected  as  new  vice  councilors 
were  Dr.  Louis  D.  Parham,  Jr., 
Hampton:  Dr.  Edwin  J.  Harvie, 
Danville;  Dr.  Ira  J.  Green,  Alexan- 
dria; Dr.  John  Boniface,  Jr.,  Galax; 
and  Dr.  Barbara  A.  Mella,  Fairfax. 
Dr.  Mella  is  believed  to  be  the  first 
female  member  of  Council. 

With  the  passage  of  unified  mem- 
bership, The  Medical  Society  of 
Virginia  gained  four  more  members 
for  its  AMA  delegation. 

Elected  as  the  two  new  delegates 
were  Dr.  H.  C.  Alexander  III,  Roa- 
noke, and  Dr.  Percy  Wootton, 
Richmond,  both  of  whom  had  pre- 
viously been  alternate  delegates. 
To  fill  their  shoes  and  the  two  new 
openings  in  the  alternate  delegate 
column,  these  four  were  chosen: 
Dr.  Leon  I.  Block,  Fairfax;  Dr. 
William  S.  Burton,  Nassawadox; 
Dr.  Russell  D.  Evett,  Norfolk,  and 
Dr.  Kuykendall. 

Dr.  Kuykendall  was  also  elected 
to  honorary  active  MSV  member- 
ship. and  the  delegates  commended 
him  for  his  “outstanding”  Presi- 
dental  Address. 

For  their  help  to  him  during  his 


five  years  as  Speaker  of  the  House, 
Dr.  Fields  called  to  the  podium  Dr. 
William  S.  Hotchkiss,  Norfolk,  Dr. 
Michael  A.  Puzak,  Arlington,  and 
James  L.  Moore,  Jr.,  and  gave  to 
each  his  thanks  and  a brightly 
wrapped  box  in  the  unmistakable 
shape  and  size  of  a necktie.  Dr. 
Hotchkiss  is  Chairman  of  the  AMA 
Board  of  Trustees  (and  has  an- 
nounced his  candidacy  for  the  As- 
sociation’s presidency),  Dr.  Puzak 
leads  the  MSV  delegation  to  the 
AMA,  and  Jim  Moore  is  the  Soci- 
ety’s Executive  Vice  President. 

Dr.  Kuykendall  had  a gift  to  pre- 
sent, too — a plaque  for  Ann  Gray 
commending  her  editorship  of  Vir- 
ginia Medical  in  phrases  bearing 
the  unmistakable  stamp  ofLDr. 
Kuykendall’s  linguistic  prowess. 

At  the  banquet  culminating  the 
meeting,  the  recipient  of  the  23rd 
Annual  Physicians  Award  for  Com- 
munity Service  was  revealed  with 
the  following  presentation  speech 
delivered  by  Dr.  Kuykendall. 

“Tonight  I have  the  honor  of 


presenting  The  Medical  Society  of 
Virginia's  Community  Service 
Award.  This  has  always  been  a 
special  award  for  our  Society  be- 
cause it  represents  the  excellence, 
dedication,  and  humanity  of  the 
doctors  of  this  Commonwealth. 
Each  year  one  individual  is  an  ex- 
ample for  us  all — an  example  of 
how  each  of  us  can  better  serve  the 
public  and  medical  community. 

“Born  in  Norfolk,  Virginia,  our 
honoree  graduated  from  Johns 
Hopkins  Medical  School  in  Balti- 
more and  went  on  to  become  a 
resident  at  the  Johns  Hopkins  Hos- 
pital. Returning  to  Norfolk  after  six 
years,  he  became  chief  and  then 
director  of  obstetrics  and  gynecolo- 
gy at  Norfolk  General  Hospital. 

“As  the  director  of  the  Norfolk 
Health,  Welfare  and  Recreation 
Planning  Council  for  over  20  years 
and  its  president  in  1970,  he  soon 
realized  a shortcoming  of  Norfolk’s 
development  efforts — it  had  no 
planning  department  or  profession- 
al planner.  But  he  was  not  discour- 
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Winners  of  the  men’s  singles  tennis 
tourney  are  shown  in  action:  Dr. 
Robert  H.  Anderson,  above,  took 
first,  and  Dr.  Robert  P.  Trice,  at 
right,  was  second. 

The  Pulaski  team  of  Dr.  John  W. 
Knarr  and  Mrs.  James  L.  Patter- 
son, Jr.,  took  first  in  the  mixed 
doubles,  and  in  the  women’s  dou- 
bles, Mrs.  Nicholas  G.  Colletti, 
Woodbridge,  and  Mrs.  Bruce  L. 
Gilmore,  Alexandria,  were  the  vic- 
tors. 

In  the  golf  tourney,  Mr.  J.  Dennis 
Hancock,  Roanoke,  won  the  low  net 
prize  with  a 72,  and  Dr.  Joseph  H. 
Callicott,  Lynchburg,  shot  a low 
gross  of  77  to  win  The  Medical  Soci- 
ety of  Virginia’s  Challenge  Cup. 


Ann  Gray  wrote  the  text  in  this 
section.  Werner  Gattinger  took 
the  photographs. 
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aged.  Bringing  in  experts  to  talk  to 
city  officials,  a planning  depart- 
ment was  soon  established.  Since 
then  he  has  helped  the  city  of  Nor- 
folk blossom. 

‘'This  man  believes  in  hard  work 
and  producing  results.  He  once 
told  a reporter,  ‘If  you're  persuad- 
ed that  something  is  worth  doing, 
and  doing  well,  then  you  can  make 
it  happen.'  In  1961,  he  became 
president  of  the  Norfolk  Academy 
of  Medicine.  During  his  tenure  the 
academy  took  the  steps  to  launch 
Virginia's  third  major  medical  col- 
lege— Eastern  Virginia  Medical 
School,  which  has  become  world 
renowned  for  its  in  vitro  fertiliza- 
tion clinic.  Many  people  believe 
that  the  college,  the  Norfolk  Medi- 
cal Tower,  the  Tidewater  Rehabili- 
tation Institute,  and  the  Eastern 
Virginia  Medical  Authority  would 
not  exist  today  if  it  had  not  been  for 
our  honoree  tonight. 

“During  the  development  of  the 
medical  center  complex,  he  re- 
ceived the  Citation  for  Outstanding 
Service  from  the  City  of  Norfolk  in 
1961,  and  in  1968  the  Norfolk  First 
Citizen  Award. 

“This  physician  has  always  had 
a firm  belief  in  community  leader- 
ship and  government  working  to- 
gether. As  a continuation  of  his 
commitment  to  Norfolk's  growth 
and  prosperity,  he  became  a mem- 
ber of  the  Norfolk  City  Council  in 
1974  and  was  vice-mayor  for  five 
years.  During  this  time,  he  helped 
Norfolk  build  its  most  recent  com- 
munity project,  the  beautiful  new 
development  called  Waterside.'  a 
$15.2  million  festival  marketplace 
on  the  downtown  waterfront. 

“But  at  64,  this  man  has  not 
stopped.  In  his  own  words,  you  do 
whatever  there  is  to  be  done  as  well 
as  you  can  do  it.' 

“It  gives  me  great  pleasure".  Dr. 
Kuykendall  concluded,  “to  present 
this  award  to  Dr.  Mason  C.  An- 
drews, a physician  of  whom  our 
Society  can  be  very  proud.  "■ 


The  Medical 
Society 
of  Virginia 


President 
President  Elect 
Past  President 
Vice  Presidents 


Speaker 
Vice  Speaker 


Charles  M.  Caravati.  Jr..  MD 
Richard  L.  Fields,  MD 
Harry  C.  Kuykendall.  MD 
Glenn  B.  Updike.  Jr..  MD 
J.  Thomas  Hulvey.  MD 
Donald  S.  Thorn.  MD 
William  H.  Barney,  MD 
George  E.  B roman.  MD 


Councilors 

by 

District 


Vice 

Councilors 


Councilors 
Ex  Officio 


1st:  William  H.  Sipe.  MD 
2nd:  Frederick  M.  McCune.  MD 
3rd:  William  W.  Regan.  MD 
4th:  H.  Alan  Bigley.  Jr.,  MD 
5th:  Gerald  C.  Burnett.  MD 
6th:  J.  Hayden  Hollingsworth.  MD 
7th:  John  A.  Owen.  Jr.,  MD 
8th:  Nicholas  G.  Colletti.  MD 
9th:  James  L.  Patterson.  Jr.,  MD 
10th:  Leon  I.  Block.  MD 
1st:  Louis  D.  Parham.  Jr..  MD 
2nd:  Russell  D.  Evett.  MD 
3rd:  C.  M.  Kinloch  Nelson.  MD 
4th:  John  W.  Hollowed.  MD 
5th:  Edwin  J.  Harvie.  MD 
6th:  Eugene  R.  Lareau.  MD 
7th:  A.  Ashley  Futral.  Jr..  MD 
8th:  Ira  J.  Green.  MD 
9th:  John  Boniface.  Jr..  MD 
10th:  Barbara  A.  Mella,  MD 
James  B.  Kenley.  MD 
Edwin  L.  Kendig,  Jr..  MD 


AM  A Delegates  H.  C.  Alexander.  III.  MD 

Raymond  S.  Brown.  MD 
F.  Ashton  Carmines,  MD 
William  J.  Hagood.  Jr.,  MD 
John  A.  Martin.  MD 
Michael  A.  Puzak.  MD 
W.  Leonard  Weyl.  MD 
Percy  Wootton.  MD 
Alternates  Leon  I.  Block.  MD 

William  S.  Burton.  MD 
Charles  M.  Caravati.  Jr.,  MD 
Russell  D.  Evett,  MD 
Arthur  A.  Kirk.  MD 
Harry  C.  Kuykendall.  MD 
George  M.  Nipe.  MD 
Harold  L.  Williams.  MD 


James  L.  Moore.  Jr.,  Executive  Vice  President 
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This  book  about  drugs  is  different... 
it’s  written  in  English 


Patients  often  have  questions  about 
their  prescription  drugs,  even  after  then- 
doctor  has  taken  the  time  to  discuss  then- 
medication  with  them. 

That’s  why  every  Peoples  Drug  Store 
has  a copy  of  the  “Patient  Guide  to 
Prescription  Drugs”.  It’s  an  authoritative 
directory  that  provides  the  drug  information 
patients  need  most.  It  informs  them  about 
side  effects,  dosages,  and  almost  everything 
they  need  to  know  in  order  to  take  then- 
medication  properly. 

And,  unlike  many  books  on  drugs,  it 
does  it  all  without  complicated  jargon,  using 


clear,  straightforward  writing  that’s  easy  to 
understand.  You  see,  when  it  comes  to 
helping  people  get  the  most  from  then- 
prescriptions  Peoples  wants  to  make  sure 
we’re  all  talking  the  same  language. 


Every  Peoples  has  an  unlisted  phone 
that’s  reserved  only  for  doctors  and 
answered  only  by  pharmacists.  Please  call 
your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 


MEETINGS 

January  29-February  2 

Annual  Meeting  of  the  Virginia  Neurologic  Society,  the 

Homestead.  Hot  Springs.  Donna  Strawderman,  (804) 
353-2721. 

February  3-5 

3rd  Annual  Winter  Retreat:  Update  on  Pulmonary  Disor- 
ders (Medical  College  of  Virginia),  Wintergreen.  Fee: 
$250.  Office  of  CME,  (804)  786-0494. 

February  3-6 

Alton  D.  Brashear  Postgraduate  Course  in  Head  and  Neck 
Anatomy  (Medical  College  of  Virginia),  Richmond.  Hugo 
R.  Seibel.  PhD,  (804)  786-9624. 

February  7 

Oyster  and  Clams  Grand  Rounds  (Eastern  Virginia  Medi- 
cal School),  Norfolk.  6 credit  hrs.  Fee:  $45.  Office  of 
CME.  (804)  446-5243. 

February  10-13 

Annual  Meeting  and  Scientific  Assembly  of  the  Virginia 
Chapter,  American  College  of  Emergency  Physicians,  Win- 
tergreen. 16  credit  hrs.  Gwen  Messier,  (804)  737-9433. 

February  14-16 

Regional  Meeting  of  the  Virginia  Chapter,  American  Col- 
lege of  Physicians,  and  the  Virginia  Society  of  Internal 
Medicine,  Richmond.  James  P.  Baker,  MD.  (804)  446- 
8910. 

February  21-23 

Annual  Scientific  Meeting,  Virginia  Chapter,  American 
Academy  of  Pediatrics,  and  the  Virginia  Pediatric  Society, 

Williamsburg.  15  credit  hrs.  Betti  Prentice.  (804)  643- 
8130. 

March  9-13 

35th  Annual  Scientific  Session  (American  College  of  Cardi- 
ology), Atlanta.  (301)  897-5400. 

March  10-14 

Annual  Meeting,  United  States — Canadian  Division,  Inter- 
national Academy  of  Pathology.  New  Orleans.  Nathan 
Kaufman.  MD,  (404)  733-7550. 

March  13-22 

Springtime  in  Sorrento,  an  International  Medical  Confer- 
ence (Fairfax  Hospital/Georgetown  University  School  of 
Medicine/Bambino  Gesu  Pediatric  Hospital,  Rome/Prima 
Clinica  Pediatrica,  University  of  Naples).  Sorrento,  Italy. 
Fairfax  Hospital.  (703)  698-3101. 


March  21-22 

Ophthalmology:  Refractive  Corneal  Surgery  1986  (Medical 
College  of  Virginia),  Williamsburg.  Fee:  $300.  CME 
Office,  (804)  786-0494. 

March  21-22 

Symposium  on  Arctic  Paleopathology  (Medical  College  of 
Virginia),  Richmond.  8.5  credit  hrs.  Dr.  Enrique  Gersz- 
ten.  (804)  786-9746. 

March  22 

Sixth  Annual  Cancer  Research  Seminar  (Medical  College 
of  Virginia),  Richmond.  Ethel  Sketchley.  American  Can- 
cer Society,  (804)  270-0142. 

March  24-27 

Critical  Care  Medicine:  Update  1986  (Johns  Hopkins), 
Baltimore.  23  credit  hrs.  Catherine  Sentman.  (301)  955- 
6046. 

March  26-28 

Ultrasonic  Imaging  in  Perinatal  Medicine  (Eastern  Virgin- 
ia Medical  School),  Norfolk.  14  credit  hrs.  Office  of 
CME.  (804)  446-5243. 

April  11-12 

Annual  Meeting  of  the  Virginia  Urological  Society,  Bran- 
dermill  Conference  Center,  Richmond.  Robert  H.  Hack- 
ler,  MD.  (804)  786-9331. 

April  15 

58th  Annual  Stuart  McGuire  Lecture:  the  Zollinger-Ellison 
Syndrome  (Medical  College  of  Virginia).  Richmond.  Of- 
fice of  CME,  (804)  786-0494. 

April  18-20 

4th  Annual  Symposium  on  Anesthesia  for  Ambulatory 
Surgery  (Medical  College  of  Virginia),  Williamsburg. 
Fee:  $250.  Office  of  CME.  (804)  786-0494. 

April  30 

Advanced  CPT-4  Coding  (AMA  Practice  Management 
Department),  Washington  DC.  AMA  Registrar  collect  at 
(312)  645-4958. 

April  30-May  1-2 

4th  Annual  Course  in  Critical  Care  Electrocardiography 

(Eastern  Virginia  Medical  School),  Williamsburg.  20 
credit  hrs.  Fee:  $165-225.  Office  of  CME.  (804)  446-5243. 

May  8-11 

Annual  Meeting  of  the  Virginia  Orthopaedic  Society,  Hot 

Springs.  Donna  Strawderman.  (804)  353-2721. 

May  15-18 

Annual  Meeting  of  the  Virginia  Society  of  Otolaryngology/ 
Head  and  Neck  Surgery,  Wintergreen.  Donna  Strawder- 
man, (804)  353-2721. 
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Civil  Commitment  in  Virginia: 
A Psychiatric  Perspective 

C.  Robert  Showalter,  MD,  Charlottesville,  Virginia 


Shifts  in  civil  commitment  statutes  have  moved  involuntary  hospitalization 
toward  procedures  characteristic  of  the  criminal  justice  system.  As  a result, 
many  persons  suffering  from  severe  psychiatric  disorders  are  not  being 
adequately  treated,  Virginia  psychiatrists  believe.  They  advocate  legislation 
that  better  balances  legal  and  psychiatric  needs. 


During  the  past  twenty  years  civil  commit- 
ment statutes  in  the  United  States  have 
undergone  profound  changes.1  Sparked  by 
highly  publicized  incidents  of  abuse  of  the  civil 
commitment  process,  legislators  began  forging  new 
civil  commitment  statutes.  These  statutes,  some 
form  of  which  was  enacted  in  every  state,  virtually 
abandoned  the  traditional  parens  patriae  concept  of 
a need  for  treatment  as  an  appropriate  criterion  for 
civil  commitment  and  focused  on  the  more  “objec- 
tive” standards  of  imminent  dangerousness  to  self 
and/or  others.2  Statutes  in  some  states  also  included 
a provision  for  involuntary  hospitalization  of  a 
person  adjudicated  to  be  “gravely  disabled”  which 
meant  that  he  or  she  was  devoid  of  capabilities  to 
provide  for  elemental  needs  (i.e.,  food  or  shelter). 

This  transition  in  the  conceptual  framework  upon 
which  civil  commitment  statutes  were  based  effec- 
tively removed  the  medically  oriented  need  for 

Dr.  Showalter  is  associate  medical  director  of  the 
Institute  of  Law  Psychiatry  and  Public  Policy  at  the 
University  of  Virginia,  Charlottesville  VA  22901. 


treatment  (of  a severe  mental  disorder)  from  the 
statutes  and,  in  general,  embraced  a position  which 
moved  involuntary  hospitalization  toward  the  pro- 
cedural models  of  the  criminal  justice  system. 
These  shifts  have  served  to  “criminalize”  both  the 
substantive  criteria  and  the  procedural  aspects  of 
the  civil  commitment  process. 

During  the  past  decade  it  has  become  progres- 
sively more  obvious  that,  as  a result  of  the  nar- 
rowed civil  commitment  criteria,  many  persons 
suffering  from  severe  psychiatric  disorders  are  not 
being  adequately  treated.3  A frequently  occurring 
symptom  of  severe  psychiatric  disorders  is  that  of 
denial  of  illness  and  a strong  resistance  to  treatment 
measures  which  could,  in  many  cases,  improve 
mental  and  emotional  functioning  of  the  afflicted 
individual.  The  narrowed  scope  of  civil  commit- 
ment criteria  in  most  states  unfortunately  fosters  a 
form  of  neglect  whiqh  can  lead  to  the  development 
of  1)  further  deterioration  of  mental  status  because 
of  an  inability  or  unwillingness  (induced  by  the 
disorder  itself)  to  voluntarily  accept  treatment;  2) 
behavioral  deterioration,  symptomatic  of  a psy chi- 
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atric  disorder,  which  can  trigger  conflicts  with  the 
law  and  result  in  criminal  charges  being  placed 
against  the  afflicted  individual;  or  3)  a chronic  level 
of  psychological  dysfunction  characterized  by  an 
aimless,  directionless  and  nonproductive  lifestyle, 
devoid  of  any  significant  social  or  emotional  rela- 
tionships--a  deteriorated  level  of  functioning  reflect- 
ing a refusal  to  accept  any  form  of  mental  health 
care,  which  can  be  disruptive  both  to  the  lives  of 
relatives  and  community  stability.4 

The  issues  surrounding  the  involuntary  hospital- 
ization of  mentally  ill  persons  are  complex  and  give 
rise  to  a wide  range  of  responses,  ranging  from 
support  for  the  total  abolition  of  the  civil  commit- 
ment process''  to  initiatives  for  redrafting  the  civil 
commitment  statutes  in  a number  of  states.  These 
statutes  are  now  widely  perceived  to  be  too  legally 
oriented  and  too  restrictive  with  respect  to  the 
appropriate  psychiatric  criteria  for  involuntary  hos- 
pitalization for  the  purpose  of  initiating  an  individ- 
ualized treatment  program.6  It  may  be  unnecessary 
to  acknowledge  that  many  of  the  issues  raised  by 
the  civil  commitment  process  are  highly  charged 
emotionally  and  frequently  engender  responses 
which  may  be  based  more  on  feelings  and  attitudes 
rather  than  on  the  basis  of  well-reasoned  constructs 
grounded  in  the  knowledge  currently  available 
about  the  diagnosis  and  treatment  of  seriously  men- 
tally ill  persons;  however,  this  knowledge  is  of 
fundamental  importance  in  understanding  civil 
commitment  from  a psychiatric  perspective. 

On  September  12,  1984,  the  American  Psychiatric 
Association  Task  Force  on  the  Homeless  Mentally 
111  issued  its  report  following  a year-long  study  of 
the  problems  of  the  chronically  mentally  ill.  Dr. 
Richard  Lamb,  chairman  of  this  task  force,  com- 
mented at  that  time  that  “government  law  and 
regulations  on  involuntary  commitment,  though 
well-meaning  in  intent,  have  had  unexpectedly  di- 
sastrous effects  on  the  community’s  ability  to  treat 
the  homeless  mentally  ill.  Rendering  urgently  need- 
ed emergency  hospital  treatment  to  these  individ- 
uals has  become  extremely  difficult. ’’ 7 

The  task  force's  report  observes;  “Society’s  am- 
bivalence about  wishing  the  mentally  ill  out  of  sight 
and  at  the  same  time  wishing  for  no  involuntary 
incarceration  must  be  resolved.’*  The  public  has 
rejected  the  idea  of  long-term  commitment  to  state 
facilities,  the  report  continues,  but  it  also  has  “re- 
acted equally  violently  to  their  presence  in  our 
cities’  streets.  Society  cannot  have  it  both  ways.’’ 

Psychiatrists  in  Virginia,  as  well  as  throughout 
the  country,  have  become  acutely  sensitized  to 


the  legal  aspects  of  involuntary  hospitalization.  A 
m^jor  problem  is  occurring,  however,  in  that  legal 
considerations  appear  to  attenuate  clinical  judg- 
ment and  practice  to  the  detriment  of  the  seriously 
mentally  ill  patient. 

A severe  psychiatric  disorder  should  be  viewed 
as  a serious  medical  problem  requiring  appropriate 
and  timely  psychiatric  intervention.  Although  legal 
safeguards  to  insure  against  abuses  of  the  civil 
commitment  process  are  necessary,  they  should  not 
become  the  primary  focus  of  attention  when  an 
individual  is  in  acute  need  of  psychiatric  care. 
Unfortunately  this  preoccupation  with  the  libertar- 
ian concern  for  an  individual’s  right  to  liberty  as  it 
relates  to  the  civil  commitment  process  has  restrict- 
ed and  impeded  the  timely  application  of  psychiat- 
ric evaluation  and  management  in  situations  of 
acute  or  emergency  deterioration  of  mental  status 
associated  with  major  mental  disorders. 

In  August  1984  a questionnaire  designed  to  col- 
lect opinions  about  both  substantive  and  procedural 
issues  relative  to  the  civil  commitment  process  in 
Virginia  was  circulated  to  all  members  of  the  Psy- 
chiatric Society  of  Virginia.  A response  rate  of 
38.39%  was  achieved.  The  specific  results  of  this 
questionnaire  have  been  published  in  the  Newslet- 
ter of  the  Psychiatric  Society  of  Virginia.8 

The  general  impression  gained  from  this  survey  is 
that  there  is  little  agreement  among  psychiatrists  in 
Virginia  relative  to  both  the  substantive  and  proce- 
dural aspects  of  the  civil  commitment  process.  A 
note  of  concern  and  frustration  was  communicated 
through  the  questionnaire  about  the  serious  situa- 
tion that  currently  exists  within  the  state  as  a result 
of  the  legally  defined  criteria  for  civil  commitment 
which  so  frequently  precludes  the  provisions  of 
urgently  needed  psychiatric  treatment  for  acutely 
and  chronically  mentally  ill  individuals. 

The  following  four  clinical  vignettes  summarize 
the  main  features  of  case  examples  which  were 
consistently  reported  in  the  survey  as  illustrative  of 
the  types  of  difficult  situations  which  can  arise 
when  psychiatric  evaluation  and  treatment  is  clear- 
ly indicated  for  the  seriously  dysfunctional  patient 
who  is  unwilling  to  seek  and  accept  treatment: 

• The  chronically  schizophrenic,  schizoid  or 
schizotypal  patient  possibly  also  suffering  from  mild 
mental  retardation  who  creates  much  family  and 
community  disturbance  and  is  totally  non-compli- 
ant  with  a psychotropic  medication  regimen. 

• The  young  adult  suffering  from  a major  affec- 
tive disorder  or  paranoid  schizophrenic  disorder 
who  becomes  very  hostile  but  not  overtly  threaten- 
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ing.  He/she  refuses  all  attempts  at  psychiatric  inter- 
vention and  only  becomes  available  for  proper 
treatment  following  arrest  for  criminal  behavior. 

• The  chronic  drug  user  who  avoids  or  sabotages 
all  attempts  to  establish  a workable  treatment  pro- 
gram. This  patient  may  have  recently  demonstrated 
suicidal  behavior  but  totally  denies  this  at  the 
commitment  proceeding. 

• The  elderly  patient  suffering  from  severe  de- 
pression or  marked  organic  deterioration  whose 
symptoms  may  respond  to  acute  psychiatric  treat- 
ment but  who  is  totally  resistant  to  hospitalization. 
The  psychiatric  deterioration  has  not  yet  reached 
the  threshold  of  “imminent”  danger  to  self  or  clear 
inability  to  care  for  self. 

Some  states  have  already  enacted  civil  commit- 
ment legislation  which  signals  a return  to  a position 
in  which  the  legal  and  medical  interests  of  the 
individual  are  more  effectively  balanced.  Although 
earlier  civil  commitment  statutes  were  faulted  on 
the  constitutional  grounds  of  vagueness,  a review  of 
the  emerging  genre  of  civil  commitment  statutes 
suggests  that  the  constitutional  infirmities  that  led 
the  courts  to  reject  the  need  for  treatment  civil 
commitment  statutes  in  the  past  have  been  reme- 
died and  therefore  should  not  preclude  the  accept- 
ability of  the  new  generation  of  these  statutes.9 
North  Carolina,  for  example,  has  expanded  the 
concept  of  “danger  to  self’  to  include  an  “inability 
to  exercise  self-control,  judgment  and  discretion  in 
daily  responsibilities  or  social  relations.”10  Similar- 
ly, the  State  of  Washington  amended  its  civil  com- 
mitment statute  in  1979  to  permit  civil  commitment 
based  on  psychological  deterioration  “evidenced 
by  repeated  and  escalating  loss  of  cognitive  or 
volitional  control  over  his  or  her  [the  patient’s] 
actions.”11 

The  State  of  Wisconsin  has  recently  drafted  a 
new  civil  commitment  statute  which  includes  a 
“fourth  standard”  for  involuntary  hospitalization 
as  set  forth  in  the  following  language: 

The  person  is  unable  to  make  an  informed  decision 
regarding  treatment  and  evidences  a substantial  proba- 
bility of  serious  mental  or  emotional  deterioration  unless 
treatment  is  provided  and  is  incapable  of  expressing  an 
understanding  of  the  advantages  and  disadvantages  of 
accepting  treatment  and  the  alternatives  to  the  particular 
treatment  offered  after  the  advantages,  disadvantages, 
and  alternatives  have  been  explained  to  the  individual . 12 

In  keeping  with  this  emerging  trend  toward  broad- 
ening the  criteria  for  civil  commitment  to  the 
extent  that  they  more  accurately  reflect  the  realities 
of  severe  psychiatric  illness,  Virginia  psychiatrists 


have  attempted  to  establish  an  approach  for  devel- 
oping a civil  commitment  statute  that  adequately 
balances  the  legal  and  psychiatric  parameters  of 
severe  mental  illness. 

The  Psychiatric  Society  of  Virginia  developed  a 
position  statement  regarding  revision  of  Virginia’s 
civil  commitment  statute.  The  basic  elements  of  the 
statement  were  formulated  into  a resolution  which 
was  introduced  at  The  Medical  Society  of  Virginia’s 
annual  meeting  in  Hot  Springs  and  was  adopted  by 
the  Society’s  House  of  Delegates  on  November  9, 
1985.  The  suggested  revision  of  the  Virginia  Code 
will  more  evenly  balance  the  legal  interests  and 
medical  needs  of  those  with  severe  mental  illness. 
Following  is  the  complete  text  of  that  resolution. 

whereas,  Section  37.1-^r.  seq.  of  the  Code  of  Virginia 
does  not  adequately  provide  for  involuntary  hospitaliza- 
tion of  certain  categories  of  seriously  mentally  persons; 
and 

whereas,  legislation  to  amend  Section  ¥1  .\--et  seq.  of 
the  Code  of  Virginia  introduced  in  the  1984  and  1985 
sessions  of  the  General  Assembly  did  not  make  adequate 
provision  for  the  involuntary  hospitalization  of  some 
seriously  mentally  disabled  persons  in  need  of  treatment; 
and 

whereas,  on  the  national  level  there  is  growing  support 
for  a return  to  including  the  need  for  treatment  of  a 
serious  mental  disorder  as  a criterion  for  civil  commit- 
ment; and 

whereas,  Full  protection  of  a psychiatric  patient’s  hu- 
man rights  can  be  maintained  while  expanding  the  parens 
patriae  aspect  of  the  civil  commitment  process;  now 
therefore  be  it 

resolved,  that  the  Medical  Society  of  Virginia  supports 
the  development  of  a revision  of  Section  31A-et  seq.  of 
the  Code  of  Virginia  (the  statutes  relating  to  civil  commit- 
ment) which  will  include  the  following  components: 

1)  Retention  of  the  current  criteria  for  civil  commit- 
ment of  imminent  dangerousness  to  self  or  others  and 
substantial  inability  to  care  for  self; 

2)  Addition  of  a fourth  criterion  for  civil  commitment- 
the  clearly  established  need  for  treatment  of  a serious 
psychiatric  disorder  in  a person  who  is  unable  to  make  an 
informed  decision  regarding  treatment  and  evidences  a 
substantial  probability  for  continued  mental  or  emotional 
deterioration  unless  treatment  is  provided; 

3)  Development  of  legal  parameters  to  insure  the  pro- 
tection of  the  psychiatric  patient’s  rights  which  are  con- 
structed so  as  to  avoid  deleterious  effects  on  a hospital- 
ized patient  through  inappropriate  interference  with  or 
interruption  of  an  established  treatment  plan; 

4)  Creation  of  a procedure  for  commitment  to  outpa- 
tient treatment  (i.e.  day  treatment  or  a medication  regi- 
mine)  in  the  local  community  which  will  include  statutory 
authority  for  enforcing  such  orders  as  a less  restrictive 
alternative  to  inpatient  hospital  care; 
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5)  Prescreening  by  the  local  Community  Services 
Board  or  its  authorized,  qualified  agents  of  all  individuals 
(including  involuntary  admissions  and  transfers)  admitted 
to  state  hospital  facilities; 

6)  Development  of  a training  program  for  all  judges  and 
magistrates  performing  duties  relating  to  the  civil  commit- 
ment process  to  occur  prior  to  and  at  regular  intervals 
during  the  tenure  of  performance  of  such  duties; 

7)  Mandating  each  Community  Service  Board  and  its 
respective  local  courts  to  develop  a plan  which  will  fully 
implement  the  newly  designed  civil  commitment  statute. 

With  these  proposed  revisions  of  Virginia’s  cur- 
rent civil  commitment  statute  it  is  believed  that  a 
new  approach  to  involuntary  hospitalization  of  the 
mentally  ill  can  be  developed  which  will  be  ground- 
ed in  the  most  recent  conceptual  advances  that  are 
occurring  at  the  complex  interface  of  acute  care 
psychiatric  intervention  and  civil  commitment  law. 
These  developments  are  aimed  at  providing  neces- 
sary treatment  for  seriously  mentally  ill  persons  (in 
a timely  manner)  while  insuring  careful  legal  safe- 
guards against  any  abuse  of  the  processes  imple- 
mented as  part  of  a psychiatric  treatment  program 
which  the  seriously  mentally  ill  patient  is  unwilling 
to  accept  voluntarily. 

References 

1.  Wanck  B.  Two  decades  of  involuntary  hospitaliza- 
tion legislation.  Am  J Psychiatry  1984;141:33-38 

2.  Schwitzgebel  RK.  Survey  of  state  commitment  stat- 
utes. In  Civil  Commitment  and  Social  Policy:  An 
Evaluation  of  the  Massachusetts  Mental  Health  Re- 
form Act  of  1970.  New  York,  1981 

3.  Applebaum  PS.  Civil  commitment:  Is  the  pendulum 
changing  direction?  Hosp  Comm  Psychiatry  1982; 
33(9:703-04 

4.  Talbot  JA.  The  ‘sizable’  homeless  population:  a grow 
ing  challenge  for  medicine,  JAMA  53:3217- 
3219,  1985 

5.  Morse,  SJ.  A preference  for  liberty:  the  case  against 
involuntary  commitment  of  the  mentally  disordered. 
California  Law  Review  70:54-106,  1982 

6.  Wexler,  DB.  Mental  health  law:  major  issues.  New 
York,  1981 

7.  American  Psychiatric  Association  press  release: 
Task  force  on  the  homeless  mentally  ill.  September  12, 
1984 

8.  Newsletter,  Psychiatric  Society  of  Virginia,  Fall  1985 

9.  Applebaum  PS.  Is  need  for  treatment  constitutionally 
acceptable  as  a basis  for  civil  commitment?  Law 
Medicine  and  Health  Care  1984;12:225-231 

10.  North  Carolina  Gen  Stat  §122-58.2,  1981 

11.  Washington  Rev  Code  Ann  §71.05.010  (Supp  1984- 
1985) 

12.  Treffert  DA.  The  obviously  ill  patient  in  need  of 
treatment:  a fourth  standard  for  civil  commitment. 
Hosp  Comm  Psychiatry  1985;36:259-264 


Virginia’s  Homeless: 
Their  Health  and 
Safety  Challenge 
Physicians 

Walter  Stanley  Jennings,  Jr.,  MD, 
and  Renate  Forssmann-Falck,  MD, 
Richmond,  Virginia 

Estimates  of  the  homeless  population  in  the 
United  States  vary  widely.  The  federal  govern- 
ment has  estimated  that  up  to  350,000  Americans 
are  homeless,  while  the  National  Coalition  for  the 
Homeless  has  reported  a figure  of  3.5  million.1 
Factors  contributing  to  homelessness  are  reduced 
funding  of  social  welfare  programs,  the  disintegra- 
tion of  the  extended  family,  and  high  unemploy- 
ment during  economic  decline. 

Some  experts  suggest  that  the  most  important 
source  of  homelessness  is  the  deinstitutionalization 
of  the  mentally  ill,2  and  there  is  evidence  that  a high 
percentage  of  the  homeless  suffer  from  mental 
illness.  In  1978,  Reich  and  Siegel  found  overt  signs 
of  mental  illness  in  over  600  of  1,235  men  living  in  a 
New  York  City  shelter.3  In  1983,  Arce  et  al  studied 
193  homeless  people  who  were  admitted  to  a Phila- 
delphia emergency  shelter;  84%  had  a psychiatric 
diagnosis  and  22%  carried  a diagnosis  of  physical 
illness  which  required  treatment.4  Lipton  et  al  re- 
ported on  100  homeless  adults  admitted  to  the 
Bellevue  Hospital  emergency  room  in  New  York 
City.  Again,  96%  received  a diagnosis  of  major 
mental  illness;  physical  illnesses  were  not  reported 
in  this  study.5  These  homeless  are  not  only  in  need 
of  psychiatric  help,  but  many  are  also  medically 
underserved.6 

Homelessness  is  also  a problem  in  Richmond, 
Virginia.  Contributing  to  Richmond's  homeless 
population  seems  to  be  the  fact  that  the  city  is  20 
miles  north  of  Central  State  Hospital,  where  the 
number  of  patients  has  dropped  from  over  5,000  to 

From  the  Outpatient  Psychiatry  Clinic,  Medical  Col- 
lege of  Virginia/Virginia  Commonwealth  University.  Ad- 
dress correspondence  to  Dr.  Jennings,  who  is  now  prac- 
ticing at  Tucker  Pavilion.  7107  Jahnke  Road,  Richmond 
VA  23225. 
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about  800  in  the  last  two  decades.  Also,  Richmond 
is  located  on  one  of  the  main  routes  through  the 
South,  and  many  homeless  supposedly  travel  south- 
ward to  escape  the  colder  northern  climate.  In 
addition,  the  high  number  of  adult  homes  in  the 
Richmond  area  may  attract  the  homeless;  place- 
ment in  these  homes  is  a temporary  solution,  how- 
ever, and  many  of  the  homeless  soon  find  them- 
selves back  on  the  streets. 

In  the  1984  session  of  the  Virginia  General  As- 
sembly, the  legislators  debated  the  problem  of  the 
homeless  and  its  relation  to  deinstitutionalization 
but  decided  to  study  the  problem  further  before 
considering  changes  in  the  laws.  The  lack  of  partici- 
pation of  the  medical  profession  in  that  debate  was 
striking,  and  this  in  light  of  growing  evidence  that  a 
large  number  of  the  homeless  are  chronically  and 
severely  ill. 1,6-8 

Those  who  work  in  shelters  or  provide  other 
assistance  to  the  homeless  in  Richmond  report  a 
high  percentage  of  mentally  disabled  and/or  sub- 
stance abusers  among  the  homeless  and  estimate 
that  one-third  to  one-half  of  the  homeless  have 
symptoms  of  significant  medical  illness. 

The  Richmond  Department  of  Public  Health,  in 
collaboration  with  the  School  of  Social  Work,  Vir- 
ginia Commonwealth  University,  attempted  a sur- 
vey in  all  sections  of  the  city  in  December  1983 
(Table  1).  Fourteen  percent  of  those  approached  for 
an  interview  could  not  be  engaged  in  a conversa- 
tion. One-third  of  the  365  who  were  interviewed 
seem  to  suffer  from  mental  illness  or  substance 
abuse.  Nineteen  percent  of  them  had  no  permanent 
residence  at  the  time  they  were  interviewed,  and 
48%  had  temporary  residences.  Perhaps  the  most 
surprising  finding  was  that  the  majority  of  those 
without  permanent  residence  had  managed  to  live  in 
Richmond  for  more  than  11  years.  Of  those  using 
the  shelters,  three-fourths  described  themselves  as 
passing  through  town  or  living  in  Richmond  for  less 


Table  1.  Accommodations  of  Richmond’s  Street  People,  Week 
of  December  4-10,  1983* 


No  residence 

65 

18.0% 

Day/weekly  rental 

71 

19.6% 

Staying  with  friends 

57 

15.7% 

Living  with  parents/spouse 

43 

11.9% 

Monthly  rental 

42 

11.6% 

Shelter 

31 

8.6% 

Adult  home 

9 

2.5% 

Institution  (jail,  hospital) 

5 

1.4% 

Other 

10 

2.7% 

Not  reported 

29 

8.0% 

362 

100.0% 

* Data  from  School  of  Social  Work,  Virginia  Commonwealth 
University 


than  a year.  Only  one  person  reported  a previous 
state  hospitalization. 

There  is  evidence  that  homeless  people  are  at 
high  risk  for  tuberculosis  and  other  infectious  dis- 
ease,6 yet  medical  care  for  Richmond’s  homeless,  if 
provided  at  all,  is  apparently  rendered  only  through 
the  emergency  room  and  clinics  of  the  Medical 
College  of  Virginia,  with  some  private  hospitals 
sharing  the  burden  on  an  infrequent  basis.  Since 
many  homeless  do  not  qualify  for  public  assistance, 
they  do  not  receive  significant  medical  care  through 
the  public  health  system.  If  the  costs  of  health  care 
continue  to  go  up  while  funding  decreases,  and  if 
Virginia’s  state  hospitals  further  reduce  their  cen- 
sus, the  severely  ill  among  the  homeless  may  well 
increase.9 

What  data  there  is  suggest  that  Richmond’s 
homeless  may  be  divided  into  four  groups  similar  to 
those  reported  by  Breakey  and  Fischer:10  the  epi- 
sodically homeless,  whose  living  situations  have 
varying  degrees  of  stability;  the  stable  homeless, 
whose  homelessness  is  a way  of  life;  the  transient 
homeless  who  travel  from  shelter  to  shelter  and  city 
to  city;  and  the  unknown,  or  hard  core,  homeless, 
consisting  of  those  who  avoid  any  social  contact. 
Each  group  requires  a different  approach.  For  in- 
stance, if  in  fact  shelters  cater  more  to  the  needs  of 
the  transient  homeless,  then  further  development  of 
such  programs  should  take  this  into  consideration. 
Expansion  of  drop-in  centers  or  supervised  work 
situations  would  be  more  appropriate  for  the  chron- 
ically homeless. 

Although  public  and  private  sectors  have  begun 
to  respond  to  the  problem  of  the  homeless,  im- 
provements have  been  slow  and  small.  Federal 
funds  have  been  consistently  inadequate  during  the 
last  decade,  and  federal  assistance  plans  have 
proved  disappointing.  In  Richmond,  various  organi- 
zations provide  assistance  to  the  homeless. 

• The  Salvation  Army  offers  shelter,  food  and 
counseling,  but  traditionally  to  transients,  although 
their  new  facilities  have  allowed  them  to  expand 
services. 

• The  Planet  is  a community  counseling  center 
which  provides  a drop-in  and  hang-out  place.  The 
non-confrontational  atmosphere  is  intended  to  help 
engage  the  homeless  with  volunteers.  Supervised 
employment  opportunities  for  persons  with  limited 
job  skills  are  also  offered.  Some  of  the  mentally  ill 
are  eventually  connected  by  the  Planet  with  the 
Richmond  Community  Mental  Health  Center. 

• The  Emergency  Shelter  provides  food,  coun- 
seling and  67  beds.  An  average  of  over  300  people 
per  month  are  turned  away  for  lack  of  space. 
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Unfortunately,  this  facility  has  had  little  success 
with  engaging  the  chronically  ill  in  treatment  or 
providing  permanent  residences. 

• The  Peterson  Shelter  has  70  beds  for  men  and 
women  in  one  large  building. 

• Two  other  shelters  have  been  closed  in  the  past 
two  years  due  to  lack  of  funds.  A new  one,  the 
want  shelter,  has  opened;  it  has  only  20  beds,  yet 
shelters  up  to  100  persons. 

In  some  shelters,  overcrowding  leads  to  stealing 
and  violence.  All  shelters  have  an  expressed  or 
implied  limit  of  how  many  days  people  can  live 
there;  as  a result,  many  homeless  travel  from  shel- 
ter to  shelter. 

Table  2 summarizes  the  bed  capacity  of  the  major 
shelters  in  Richmond  as  determined  by  the  authors’ 
telephone  survey  from  March  to  May  in  1985. 

Meals  are  provided  in  the  shelters  for  residents 
and  also  at  several  other  locations  in  Richmond. 
Table  3 summarizes  the  primary  food  distribution 
for  Richmond's  homeless  as  determined  by  the 
authors’  telephone  survey  in  1983. 

On  a national  level,  the  1984  American  Psychiat- 
ric Association  Task  Force  Report  on  the  Homeless 
Mentally  111  makes  a number  of  specific  recommen- 
dations addressing  the  problems  of  the  homeless:5 1) 
Provision  of  basic  needs,  such  as  food,  shelter, 


Table  2.  Shelter  Space  for  Homeless  in  Richmond  by  Number  of 
Beds,  March-May  1985* 


Agency 

For  children, 
females. 
For  males  families 

Peterson  Shelter 

40 

30 

WANT  Shelter 

20 

5 

Emergency  Shelter 

20 

47 

Salvation  Army 

20 

20 

Oasis  House 

12 

Women’s  Victim  Advocacy  Program 

20 

Catholic  Family/Children  Services 

18 

Volunteers  of  America 

15 

Youth  Emergency  Shelter 

14 

115 

161 

* Author’s  telephone  survey 

Table  3.  Primary  Food  Distribution  for  Homeless  of  Richmond, 

March-May  1985* 

Program 

Lunch 

Dinners 

Downtown  Churches  Association 

125 

Freedom  House 

150-200 

Peterson  Shelter 

60 

60 

WANT  Shelter 

30 

30 

West  End  R-Cap 

50 

Salvation  Army 

40-60 

40-60 

Emergency  Shelter 

40 

40 

Trinity  Baptist 

50 

50 

395-415 

270-440 

* Author's  telephone  survey 


clothing  and  adequate  medical  care.  2)  Changes  in 
the  mental  health  and  social  welfare  systems  to 
ensure  that  such  people  receive  services.  3)  Super- 
vised community  housing  units.  4)  Changes  in  the 
law  to  allow  mental  health  professionals  to  make 
medication  compliance  or  certain  living  conditions 
a requirement  for  independent  living,  and  the  ca- 
pacity to  offer  asylum  for  brief  or  extended  periods 
for  the  most  severely  ill.11,12 

Locally,  physicians  in  Virginia  must  become  in- 
volved in  the  process  and  help  solve  the  multifac- 
eted problems  of  medical  and  psychiatric  care  of  the 
homeless,  who  are  some  of  our  state’s  most  dis- 
abled and  needy.  Physicians  should  convince  legis- 
lators to  make  changes  in  our  health  and  social 
welfare  systems  and  to  appropriate  funds  for  the 
implementation  of  the  APA’s  recommendations  for 
adequate  health  care  and  research. 

In  our  current  economic  climate,  there  is  great 
pressure  to  reduce  the  cost  of  medical  care,  and 
funds  are  diverted  from  the  public  health  system  to 
fill  other  needs.  Virginia  physicians  can  and  should 
make  sure  that  adequate  health  care  is  provided  for 
everyone. 
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MEDJBVTES 


FORECAST  OF  LEGISLATION  AT  THE  1986  GENERAL  ASSEMBLY 
By  Allen  C.  Goolsby  III 

Trying  to  anticipate  what  the  General  Assembly  will 
bring  in  the  way  of  health  care  legislation  is  never 
easy.  A number  of  issues  always  surface  with  little 
or  no  warning.  It  appears  that  there  will  be  legislation 
significant  for  physicians  in  the  following  areas. 

1.  Malpractice  bills  will  be  of  special  interest  this 
year  because  the  General  Assembly  will  receive  the 
report  of  its  special  study  committee.  It  appears 
that  the  committee  will  recommend  modest  changes  in 

the  operation  of  screening  panels  and  a special  statute 
of  limitations  for  foreign  objects  left  in  the  body 
will  be  recommended.  The  committee  will  not  recommend 
changes  in  the  $1  million  cap  on  awards,  in  the  collateral 
source  rule,  in  standards  of  care,  or  in  the  basic 
statute  of  limitations. 

While  the  study  committee  will  not  propose  radical 
changes,  the  chairman  of  the  study  committee,  Del. 

Clifton  A.  Woodrum  (D-Roanoke),  may  introduce  a bill 
that  would  reduce  the  $1  million  cap  to  $500,000  but 
give  the  plaintiff  the  option  of  having  the  case  tried 
without  any  cap.  If  the  plaintiff  made  this  election, 
future  damages  would  be  paid  as  incurred,  rather  than 
in  a lump  sum;  damages  would  be  net  of  collateral 
source  payments;  there  would  be  statutory  limits  on 
recovery  for  non-economic  losses  and  on  contingency 
fee  payments  to  attorneys.  The  defendant  may  also 
be  given  the  right  to  opt  into  the  new  system  by  electing 
not  to  contest  the  question  of  liability. 

2.  It  is  anticipated  that  legislative  changes  will 
be  proposed  by  The  Medical  Society  of  Virginia  to 
implement  recommendations  regarding  the  Board  of  Medicine 
that  were  approved  by  the  Society's  House  of  Delegates 

at  the  annual  meeting.  One  series  of  changes  is  designed 
to  increase  the  likelihood  that  problem  physicians 
will  be  reported  to  the  Board  of  Medicine;  for  example, 
hospitals  will  be  required  to  report  when  a physician 
resigns  from  the  staff  while  under  investigation.  In 
addition,  the  legislative  package  includes  the  addition 
of  two  citizen  members  to  the  Board;  an  extension 
from  six  months  to  a year  of  the  minimum  period  that 
must  pass  before  a person  whose  license  has  been  revoked 
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may  seek  reinstatement;  authorization  for  the  Board 
to  enter  into  contractual  relationships  with  local 
physicians  to  assist  in  the  investigation  of  specific 
cases;  and  legislation  to  provide  for  the  executive 
director  of  the  Board  to  be  a physician. 

3.  It  appears  likely  that  the  optometrists  will  be 
petitioning  the  General  Assembly  to  allow  them  to 
use  drugs  for  treatment  purposes.  Only  six  states 
have  this  type  of  legislation  and  The  Medical  Society 
of  Virginia  will  strongly  oppose  such  legislation. 

4.  It  appears  that  several  groups  will  be  seeking 
mandatory  state  licensure  for  their  professions.  The 
latest  speculation  is  that  the  dietitians  and  the 
radiation  therapists  will  be  seeking  such  legislation.  The 
Society  believes  that  licensure  should  be  provided 

only  where  essential  to  the  health  of  Virginia  citizens. 

5.  Legislation  will  likely  be  introduced  to  exempt 
ambulatory  surgery  facilities  from  the  certificate 
of  need  laws,  and  the  Society  will  support  it. 

6.  It  is  anticipated  that  changes  will  be  proposed 

in  the  operation  of  the  Commission  on  Health  Regulatory 
Boards  as  well  as  the  Department  of  Health  Regulatory 
Boards.  Dr.  Charles  M.  Caravati,  Jr.,  served  as  a 
member  of  a statewide  study  group  that  considered 
this  area,  and  the  changes  that  are  being  proposed 
will  have  the  general  support  of  The  Medical  Society 
of  Virginia.  The  principal  change  will  be  to  add  three 
new  members  to  the  Commission,  one  of  whom  will  be 
a hospital  administrator  and  another  a representative 
of  a profession  not  currently  regulated  by  the  Department. 

7.  Currently  pending  before  the  State  Corporation 
Commission  are  proposed  regulations  that  would  permit 
health  maintenance  organizations  to  elect  not  to  offer 
any  mental  health  services.  If  those  regulations  are 
adopted,  legislation  will  be  introduced  to  require 
HMOs  to  offer  the  same  mental  health  benefits  that 
insurors  and  prepaid  health  plans  are  required  to 
offer . 

Other  issues  in  which  the  Society  has  an  interest 
include  legislation  mandating  the  use  of  automobile 
seat  belts,  changes  in  the  laws  relating  to  a minor’s 
consent  to  an  abortion,  and  legislation  prohibiting 
sale  of  tobacco  products  to  minors.  It  also  is  likely 
that  there  will  be  legislation  relating  to  persons 
suffering  from  acquired  immune  deficiency  syndrome. 


Mr.  Goolsby  is  counsel  for  The  Medical  Society  of 
Virginia . 
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Communicate  With  Your  Legislator 
By  Mail  or  Phone 


By  Michael  Villaire 


Here’s  A Sample  Letter  To  A Legislator 


Jane  Smith  MD 
1925  Main  Street 
Backstreet  VA  21345 
January  20,  1 986 

The  Honorable  John  Doe 
Virginia  State  Senate 
General  Assembly  Building 
PO  Box  406,  Richmond,  VA  23203 

Dear  Senator  Doe: 

I am  writing  to  urge  your  support  of  SB  000,  a bill  which  is  of  great 
importance  to  our  patients  as  well  as  physicians  and  organized  medi- 
cine. 

For  the  past  four  years,  patients  have  needed  some  protection 
against  government  intervention  in  the  areas  covered  by  SB  000.  In 
particular,  the  financially  disadvantaged  patient  stands  to  gain  a 
great  deal  from  passage  of  this  piece  of  legislation. 

Quality  of  care  should  always  be  the  main  issue  when  dealing 
with  the  health  and  welfare  of  our  society.  SB  000  will  strike  a 
mighty  and  much-needed  blow  in  favor  of  quality  care.  In  addition, 
the  costs  for  the  state,  over  the  long  run,  will  be  greatly  diminished 
from  current  levels. 

I would  like  to  take  this  opportunity  to  thank  you  for  your 
recent  vote  against  SB  9999.  Thankfully,  the  damage,  confusion  and 
unfairness  it  would  have  brought  about  has  been  staved  off,  at  least 
for  now.  I am  passing  along  word  of  your  vote  to  my  colleagues. 

Sincerely, 


(I/O/pul, 

(J  lane  Sm 


Jane  Smith  MD 


Getting  your  political  point 
ol  view  across  to  your  legislator  is 
not  the  difficult  task  many  constitu- 
ents think  it  is.  A well-stated  point 
of  view  in  the  form  of  a letter  can 
carry  more  weight  in  how  the  legis- 
lator votes  than  many  people  think. 
Legislators  value  the  opinions  of 
their  constituents,  and  weigh  the 
opinions  expressed  to  them  care- 
fully. 

It  is  also  usually  a safe  assump- 
tion that  the  opposing  point  of  view 
has  already  let  the  legislator  know 
its  position;  therefore,  the  impor- 
tance of  writing  when  an  important 
issue  comes  up  increases. 

There  are  several  points  to  keep 
in  mind  when  communicating  with 
your  legislator.  First  of  all,  know 
who  your  legislator  is.  (For  a direc- 
tory of  all  of  Virginia’s  state  legisla- 
tors with  addresses  and  phone 
numbers,  fill  out  and  mail  the  cou- 
pon on  the  opposite  page.) 

When  writing,  make  sure  the  let- 
ter is  timely.  A letter  received  just 
prior  to  a vote  will  be  fresher  in  the 
legislator’s  mind  than  one  received 
a month  before  a vote.  In  the  same 


The  text  on  these  pages  originally 
appeared  in  the  October  7,  1985,  issue 
of  LACMA  Physician,  the  bulletin  of 
the  Los  Angeles  County  Medical  Asso- 
ciation, and  is  reprinted  here  by  per- 
mission. Slight  changes  were  made  to 
orient  the  material  to  this  publication. 
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vein,  a letter  received  after  a cru- 
cial vote  is  moot. 

A letter  which  is  written  by  a 
well-informed  individual  lets  the 
legislator  know  that  the  author  is 
serious  about  the  legislation,  and 
the  legislator  may  take  the  letter 
more  seriously.  Identifying  a bill  by 
name,  number  and  author,  when 
possible,  also  makes  it  that  much 
easier  for  the  legislator  to  figure  out 
what  you  are  talking  about,  there- 
fore wasting  less  time. 

It  is  usually  best  to  open  the 
letter  with  your  position  on  the  bill, 
identifying  it  as  completely  as  pos- 
sible. Use  the  rest  of  the  letter  to 
give  your  reasons  for  holding  your 
particular  point  of  view.  The  reality 
is  that  the  legislator  may  not  al- 
ways have  the  time  to  fully  read 
each  letter.  If  you  state  your  posi- 
tion clearly  at  the  onset,  your  opin- 
ion will  be  noted  without  anyone 
having  to  search  through  the  letter. 
Also,  stating  your  position  at  the 
beginning  will  reinforce  the  reasons 
throughout  the  rest  of  the  letter. 

Keep  in  mind  that  a personal 
letter  is  much  more  effective  than  a 
form  letter  or  a photocopy  with 
your  signature  on  it.  Write  the  let- 
ter on  your  own  letterhead,  and  put 
your  feelings  in  your  own  words. 
Sign  the  letter  by  hand.  Make  sure 
your  return  address  appears  on  the 
letter  as  well  as  the  envelope,  since 
envelopes  are  often  separated  from 
the  letters  and  discarded. 

When  stating  your  reasons  for 
taking  a particular  position,  do  so 
clearly  and  concisely.  Avoid  ram- 
bling sentences.  State  how  the  leg- 
islation would  affect  patient  care 
first;  then  discuss  its  impact  on  the 
physician. 

Do  not  use  threats  or  ask  for  the 
impossible.  Doing  so  will  render 
the  letter  ineffective. 

Thank  the  legislator  for  reading 
the  letter.  Keep  up  a regular  corre- 
spondence with  the  legislator — it 
will  pay  off  in  the  future  with  added 
clout  on  important  issues. 


If  you  need  any  assistance  with 
background  information  on  bills, 
call  either  the  legislator’s  office  or, 
in  the  case  of  state  legislation,  one  of 
the  legislative  information  offices 
specifically  equipped  to  give  you 
the  pertinent  details:  (804)  786-6530 
or  (804)  786-7281. 

Mailgrams 

Another  effective  way  of  com- 
municating with  the  legislator  is  by 
mailgram.  It’s  quick,  easy,  inex- 
pensive and  very  effective.  The 
content  will  be  shorter  than  that  of 
a regular  letter,  but  most  of  the 
other  pointers  for  writing  a letter 
apply.  This  service  is  provided  by 
Western  Union,  and  may  be  billed 
one  of  three  ways:  to  the  calling 
number,  to  your  home  telephone 
number  or  to  a major  credit  card. 
The  telephone  number  is  (213)  687- 
9750. 

Two  types  of  messages  may  be 
sent — the  Political  Opinion  Mes- 
sage or  a regular  mailgram.  The 
Political  Opinion  Message  must 
pertain  to  a bill  or  issue  at  hand, 
rather  than  a personal  or  congratu- 
latory message  and  the  like.  All 
you  need  to  provide  is  the  legisla- 
tor’s name,  and  your  message. 
Cost  for  the  Political  Opinion  Mes- 


sage is  $4.45  for  20  words  or  less, 
and  $2  for  each  additional  20 
words. 

The  mailgram  allows  the  sender 
to  write  a longer  message.  The  cost 
is  $8.75  for  the  first  50  words,  $2.75 
for  each  additional  50  words. 

Telephoning 

Perhaps  the  easiest  way  to  get 
your  opinion  across  to  your  legisla- 
tor is  by  telephone.  This  type  of 
lobbying  is  very  effective  and  re- 
quires very  little  effort.  Determine 
who  your  legislator  is  and  call  the 
local  office.  Give  your  name, 
hometown,  name  and  number  of 
the  bill  you  are  giving  an  opinion  on 
and  state  briefly  your  position  on 
the  bill  and  what  action  you  would 
like  your  legislator  to  take.  If  talk- 
ing to  a legislative  aide,  ask  to  have 
your  position  passed  along  to  the 
legislator.  Do  not  engage  in  a 
lengthy  conversation  giving  all 
your  reasons  for  why  you  feel  that 
way  about  the  issue.  This  is  not  the 
proper  forum  for  that. 

If  you  need  information  on  the 
current  status  of  a bill,  call  the  legis- 
lator’s office  or,  if  it  is  state  legisla- 
tion, either  of  the  two  state  legis- 
lative information  offices  whose 
numbers  are  given  above. 


Here’s  a Free  Legislative  Directory  Offer — 

i i 

i i 

I Please  send  me  a copy  of  the  address/telephone 

I directory  to  the  Virginia  State  Legislature.  I 

I I 

I I 

I I 

I Name I 

I I 

I I 

1 Address 


Mail  to 

Virginia  Medical,  4205  Dover  Road,  Richmond  VA  23221 
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A United  Front 


The  House  of  Delegates  of  The  Medical  Society 
of  Virginia  has  voted  overwhelmingly  in  favor 
of  unification,  i.e.,  membership  in  the  American 
Medical  Association  as  a requirement  for  member- 
ship in  The  Medical  Society  of  Virginia.  Two 
thoughts  on  the  subject: 

Medicine  has  long  suffered  because  physicians 
have  not  presented  a united  front.  It  is  high  time 
that  this  be  remedied  and  this  is  The  Medical 


Society  of  Virginia’s  answer.  Virginia  is  the  fourth 
state  to  so  move  in  1985.  May  the  other  states 
follow. 

There  is  yet  another  problem  that  is  not  so  easily 
solved.  Over  the  years,  organized  medicine  has 
exhibited  a strong  tendency  to  react  rather  than 
offer  solutions.  We  must  be  a step  ahead,  rather 
than  a step  behind. 

Edwin  L.  Kendig,  Jr.,  MD 


“Democracy  Exemplified” 


The  nearly  unanimous  decision  of  the  House  of 
Delegates  to  unify  MSV/AMA  membership  re- 
ported in  this  issue  was  a wonderful  example  of  the 
democratic  process  of  debate  and  reasoning. 

Since  the  Spring  of  1985  the  leadership  of  The 
Medical  Society  of  Virginia  had  engaged  in  an 
intensive  effort  of  explanation  and  education  to 
point  out  the  advisability  of  unification  to  the  mem- 
bership at  large.  Special  meetings  of  component 
societies  and  medical  staffs  were  held,  and  it  be- 
came clear  that  the  outside  forces  descending  on 
American  medicine  were  awesome  and  unrelenting. 

Many  articles,  both  pro  and  con,  were  published 
in  Virginia  Medical  as  well  as  other  medically 
related  publications  in  the  state.  Slowly  a consensus 
formed  that  while  unified  membership  was  desir- 
able, the  mandatory  aspects  were  still  being  ques- 


tioned by  many,  and  ratification  by  the  membership 
at  a special  meeting  might  be  necessary. 

When  the  delegates  arrived  at  the  Homestead  on 
November  7,  many  had  been  instructed  to  oppose 
unified  membership,  and  others  were  urged  to  sup- 
port it  only  after  ratification  by  the  membership  at 
large.  The  hearings  of  the  reference  committee 
regarding  unified  membership  proved  to  be  a turn- 
ing point.  An  overwhelming  number  of  speakers 
supported  unified  membership,  and  the  only  ques- 
tion appeared  to  be  whether  the  House  of  Delegates 
should  act  or  whether  the  final  decision  should  be 
subject  to  ratification  by  the  membership. 

The  reference  committee  then  reported  to  the 
House  their  recommendation  that  unified  member- 
ship be  adopted  and  left  the  method  of  implementa- 
tion to  the  delegates. 


46 


VIRGINIA  MEDICAL/JANUARY  1986 


VOLUME  113 


Then  the  true  democratic  process  occurred. 
Much  discussion  was  held  in  caucuses  and  corri- 
dors, as  undecided  delegates  consulted  with  one 
another  and  with  many  of  the  state  and  national 
leaders  who  were  attending  the  meeting.  Then, 
when  the  House  of  Delegates  met  on  November  9 
for  its  final  session,  the  delegates  first  defeated  a 
motion  to  recommend  a general  membership  meet- 
ing. 

Then  came  eloquent  talks  from  senior  delegates, 
past  presidents,  young  students  and  recent  arrivals 
to  the  medical  scene  from  foreign  countries,  all 
urging  immediate  unification  to  meet  the  external 
threats  to  American  medicine  arising  from  govern- 


ment, insurers  and  industry  as  well  as  from  the  legal 
profession. 

When  the  vote  came,  to  the  astonishment  of  some 
and  the  pride  of  many,  the  House  of  Delegates 
voted  nearly  unanimously  for  immediate  unifica- 
tion. The  leadership,  i.e.,  the  delegates,  truly  led. 
and  showed  courage  and  understanding  in  exercis- 
ing their  delegated  functions. 

It  was  a day  of  which  Medical  Society  of  Virginia 
members  should  be  truly  proud.  They  have  unified 
to  meet  the  threat  from  without  and  to  improve  the 
quality  of  medical  care  from  within. 

W.  Leonard  Weyl,  MD 


Detecting  Early  Breast  Cancer 


Recognition  of  the  rising  incidence  of  breast 
cancer  in  North  American  women  has  led  to 
the  designation  of  the  disease  as  an  epidemic.  With 
lung  cancer  close  behind,  it  now  ranks  as  the 
number  one  cancer  among  women  in  the  United 
States. 

Advances  in  comprehension  of  the  pathogenesis 
of  breast  cancer  and  its  spread  are  leading  to 
widespread  modification  in  the  treatment  of  the 
disease  with  a change  from  the  traditional,  virtually 
total,  reliance  on  surgery  (and  ablative  radical  sur- 
gery, at  that)  to  conservative  surgery  in  combina- 
tion with  radiation  therapy  and,  as  required,  chemo- 
therapy. 

The  challenge  to  medical  science  remains  in  the 
elucidation  of  the  etiology  of  breast  cancer  and, 
following  from  this,  the  need  for  prevention  and 
early  diagnosis.  Epidemiologic  studies  now  suggest 
a dietary  factor  (high  fat)  and  a relationship  to  the 
nulliparous  or  delayed  pregnancy  state  as  key  ele- 
ments. The  ominous  truth  is  that  as  of  this  year  one 
in  1 1 female  children  born  in  North  America  will 
develop  breast  cancer. As  reported  elsewhere  in  this 
issue,  delegates  to  The  Medical  Society  of  Virgin- 
ia’s recent  annual  meeting  expressed  profound  con- 
cern that  breast  cancer  be  detected  in  the  earliest 
possible  stage  of  the  disease — a stage  prior  to  the 
demonstration  on  physical  examination  of  a palpa- 
ble breast  tumor.  They  adopted  a resolution,  to  be 
transmitted  to  third  party  payers,  calling  for  the 
recognition  of  diagnostic  imaging  of  the  breast 
(mammography)  as  a medically  necessary  service, 
essential  for  asymptomatic  women  at  risk  on  the 
basis  of  a family  history  of  breast  cancer  and/or  a 


personal  history  of  prior  breast  disease. 

The  resolution  also  asked  The  Medical  Society  of 
Virginia  to  establish  a task  force  consisting  of 
representatives  of  the  Society,  the  Virginia  Hospital 
Association,  the  Virginia  Chapter,  American  Col- 
lege of  Radiology;  Virginia  Chapter.  American  Col- 
lege of  Surgeons;  Virginia  Section.  American  Col- 
lege of  Obstetrics/Gynecology;  and  third-party 
payers.  They  are  to  promulgate  appropriate  guide- 
lines of  quality  and  cost  so  that  screening  proce- 
dures may  be  made  both  economically  feasible  and 
widely  available  to  Virginians. 

The  acceptance  of  diagnostic  imaging  for  early 
detection  is  currently  the  one  best  hope  for  the 
elimination  of  the  dismal  ongoing  mortality  from 
breast  cancer.  Our  immediate  concern  must  be  for 
the  patient  at  highest  risk;  our  goal  for  the  near 
future  must  be  diagnostic  imaging  for  all  women 
past  the  age  of  35  in  the  light  of  the  high  incidence  of 
this  cancer.  All  will  benefit — the  patient  through 
early  detection,  the  physician  through  the  reward  of 
salvage,  and  the  insurer,  for  whom  a significant 
lowering  of  cost  will  be  realized  through  the  treat- 
ment of  breast  cancer  in  its  earliest  detectable  form. 
The  Society  is  joined  by  the  American  Cancer 
Society  in  every  step  directed  toward  enhanced 
public  and  professional  understanding  of  these 
needs. 

Robert  J.  Faulconer.  MD 

Department  of  Pathology 
Eastern  Virginia  Medical  School 
PO  Box  1980.  Norfolk  VA  23501 

Dr.  Faulconer  is  chairman  of  The  Medical  Society  of 
Virginia's  Cancer  Committee. 
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Roy  B.  Hargrove,  Jr.,  MD 

Dr.  Roy  Belmont  Hargrove,  Jr.,  Farmville  sur- 
geon, died  August  30,  1985,  at  the  age  of  60. 

A graduate  of  the  Medical  College  of  Georgia  in 
Augusta,  he  trained  at  the  Medical  College  of 
Virginia,  at  the  University  Hospital  in  Augusta,  and 
at  Southside  Community  Hospital,  Farmville.  He 
had  belonged  to  The  Medical  Society  of  Virginia  for 
more  than  30  years  and  belonged  also  to  the  South- 
side  Virginia  Medical  Society,  Southeastern  Surgi- 
cal Congress,  American  College  of  Surgeons  and 
American  Society  of  Abdominal  Surgeons. 


Michael  Greenwald,  MD 

Dr.  Michael  Greenwald,  retired  Portsmouth  phy- 
sician, died  at  his  home  on  January  25,  1985.  He 
was  74. 

Born  in  Hungary  and  educated  in  Czechoslova- 
kia, Dr.  Greenwald  came  to  this  country  in  1938. 
Beginning  in  1942  he  conducted  a private  practice  in 
Portsmouth,  but  in  1971  he  joined  the  Portsmouth 
Health  Department,  where  he  previously  had  been 
a part-time  clinician.  He  retired  in  1978.  In  addition 
to  The  Medical  Society  of  Virginia,  Dr.  Greenwald 
belonged  to  both  the  Portsmouth  and  Norfolk  Acad- 
emies of  Medicine. 


Memoir  of  Will  Lloyd 
1911-1985 

By  John  P.  Lynch,  MD, 

R.  C.  Manson,  MD,  and  R.  A.  Michaux,  MD 

Dr.  William  Samuel  Lloyd,  known  by  his  friends 
and  colleagues  as  Will  Lloyd,  died  February  18, 
1985,  at  the  age  of  74. 

He  was  born  and  attended  high  school  in  Louisa 
County,  graduated  from  the  University  of  Rich- 
mond with  a degree  of  bachelor  of  arts  and  four 
years  later  in  1934,  from  the  Medical  College  of 
Virginia  with  an  MD  degree.  After  one  year  rotating 
internship  at  the  Medical  College  of  Virginia,  he 
returned  to  practice  in  his  home  county  for  a year  or 
two.  He  was  then  offered  a position  and  an  apart- 


ment at  the  Beaumont  Training  Center  in  Powhatan 
County  in  1936  and  served  this  institution  for  47 
years. 

In  1937  he  married  Barbara  Clay  Anderson,  also 
of  Louisa,  who  survives  him,  as  do  their  three 
daughters  and  one  son  and  three  grandchildren. 

In  addition  to  his  long  service  as  a family  practi- 
tioner and  physician  for  the  Beaumont  Training 
Center,  he  was  a physician  at  the  Women’s  Indus- 
trial Farm  for  35  years,  physician  for  the  Powhatan 
Correctional  Center  for  25  years,  coroner  or  medi- 
cal examiner  for  Goochland  County  for  20  years, 
and  he  served  as  a staff  member  of  the  McGuire 
Clinic  at  his  Goochland  office  for  four  years. 

He  served  on  the  Powhatan  County  school  board 
and  on  the  vestry  of  Grace  Episcopal  Church  and 
for  a number  of  years  as  senior  warden. 

Will  Lloyd  was  a classical,  dedicated,  country 
doctor  of  the  old  school,  not  sparing  himself  day  or 
night  from  his  profession  of  healing.  He  frequently 
had  to  abandon  his  car  and  trudge  through  the  mud 
and  snow  to  some  distant  cabin  off  the  beaten  path 
to  deliver  babies.  This  he  did  for  over  20  years.  He 
was  not  always  paid  anything,  and  where  money 
was  scarce,  he  was  paid  in  vegetables,  hams,  pies, 
and  his  wife  says,  “Yes,  plenty  of  pies.”  Some  of 
his  patients  lived  25  miles  from  his  home.  Many 
were  black,  others  poor  white,  but  he  treated  all 
kindly  and  expertly.  He  even  had  a small  room  in 
his  home  where  he  could  keep  an  eye  on  night 
deliveries  rather  than  dashing  back  and  forth  to  the 
patient’s  home. 

He  was  honored  by  his  community  with  a parade 
several  years  ago.  Characteristically,  during  the 
parade  someone  was  injured  and  he  had  to  step 
aside  and  minister  to  the  injured.  Thus  even  while 
being  honored,  his  complete  dedication  to  the  heal- 
ing art  superseded  his  desire  for  public  recognition. 


A.  A.  Herr,  Jr.,  MD 

Dr.  Austin  Alexis  Herr,  Jr.,  Alexandria  otolaryn- 
gologist, died  February  25,  1985,  at  the  age  of  51. 

A graduate  of  the  Johns  Hopkins  University 
School  of  Medicine,  Dr.  Herr  trained  at  George- 
town University  Hospital.  He  came  to  membership 
in  The  Medical  Society  of  Virginia  through  the 
Alexandria  Medical  Society  and  belonged  also  to 
the  American  Academy  of  Ophthalmology  and  Oto- 
laryngology and  the  American  College  of  Surgeons. 
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INSURANCE  PROGRAMS 


DO  SOMETHING  NICE 
FOR  YOUR  EMPLOYEES 

(And  it  needn’t  cost  you  a cent!) 

The  Medical  Society  of  Virginia  makes  it  possible  for  you  to 
establish  orextend  youremployee  benefits  program  in  athought- 
ful  and  important  way. 

You  can  now  offer  your  employees  an  entire  package  of 
valuable  group  insurance  programs.  Whetheryou  choose  to  pay 
all,  partor  none  of  the  premium,  you’re  still  providing  high  quality 
insurance  coverage  at  low  group  rates  not  available  on  an  indi- 
vidual basis.  Keep  in  mind,  quality  benefits  rate  high  in  attracting 
and  retaining  good  employees. 

There  are  six  sponsored  programs  with  a wide  range  of  protec- 
tion such  as  a $1 ,000,000  Comprehensive  Major  Medical  program, 
up  to  $250,000  in  Life  Insurance  coverage,  and/or  Salary  Contin- 
uance coverage  with  benefits  up  to  $800  per  month  in  case  of 
illness  or  injury. 

For  details  regarding  the  entire  Employee  Benefits  package, 
write  or  call  today. 

DAVID  A.  DYER  & ASSOCIATES 


SUITE  1350  • 1710  GOODRIDGE  DRIVE 

a subsidiary  of 

ANY-  XX 
WHERE  IN 
VIRGINIA 

CALL  TOLL-FREE 

1-800-572-2211 


McLEAN,  VIRGINIA  22102 


John  P.  Pearl  & Associates,  Ltd. 

PEORIA,  ILLINOIS 


IN 

NORTHERN 
VIRGINIA 

CALL 

556-0010 


DAVID  A.  DYER  & ASSOCIATES... 

Administrators  of  The  Medical  Society  of  Virginia’s  sponsored  group  insurance  programs  since  1958. 


Medical  Alert 


Do  You  Know 
This 

Vital  Sign? 


To  professionals  in  medicine 
and  pharmacy,  this  is  the  mark  of 
a distinguished  member  of  the 
healthcare  community — the  Certi- 
fied Medical  Representative. 

This  achievement  recognizes 
the  successful  completion  of  hun- 
dreds of  advanced  home-study 
hours  in  pharmacology,  phys- 
iology, microbiology  and  other 
medically-related  courses.  Fol- 
lowed by  rigorous  examinations 
at  one  of  50  major  universities 
throughout  the  country.  And 
course  work  that  has  been  accred- 
ited by  the  American  Council  on 
Education,  and  approved  by  The 
American  Council  on  Pharma- 
ceutical Education. 

So  you  can  be  certain  CMR’s 
display  the  vital  signs  of  the  med- 
ical professionals  they  serve: 
dedication  and  determination, 
knowledge  and  understanding, 
competence  and  consideration. 

Write  or  call  for  a free  catalog  and 
complete  details  today. 

Know  Your 

CMR 

The  Certified  Medical 
Representatives  Institute , Inc. 

4316  Brambleton  Avenue,  S.  W.,  Dept. 

Roanoke,  Virginia  24018  SVA2-6 
703/989-4396 


LETTERS 

Praise  and  protest 
for  unified  membership 

As  a longstanding  member  of  the  American  Medi- 
cal Association,  I support  wholeheartedly  The 
Medical  Society  of  Virginia’s  adoption  of  MSV/ 
AMA  unified  membership,  and  I appreciated  Dr. 
Caravati’s  letter  informing  me  of  this  action  and 
explaining  the  thinking  behind  it. 

Joe  W.  King,  MD 

3001  Fifth  Avenue 
Richmond  VA  2322 


There  is  a stir  in  organized  medicine,  the  subject 
is  unification.  Is  this  simply  a putting  on  of  new 
clothes,  or  does  it  contain  the  basics  for  solving  our 
problems. 

I oppose  unification.  Organized  medicine’s  amor- 
al response  to  the  basic  problems  on  our  society, 
over  the  last  20  years,  has  really  turned  me  off. 
Utilitarianism  has  never  answered  basic  needs  of 
ethics  or  of  spirit,  especially  in  a profession.  Nor 
can  the  promises  of  secular  humanism  (orchestrated 
atheism — taught  our  young  doctors  at  medical 
school)  make  medicine  more  than  a trade. 

Cookie  cutters  for  medicine?  No!  Freedom?  Yes! 

Henry  B.  Larzelere,  MD 

2142  Rivermont  Avenue 
Lynchburg  VA  23503 


The  recent  action  of  The  Medical  Society  of 
Virginia  in  adopting  unified  membership  with  the 
American  Medical  Association  is  deplorable  on 
several  counts.  I chose  to  be  a member  of  The 
Medical  Society  of  Virginia;  I did  not  choose  to  be  a 
member  of  the  American  Medical  Association.  This 
decision  of  The  Medical  Society  of  Virginia  has 
denied  my  freedom  of  choice  and  represents  a 
tyranny  imposed  on  its  membership.  The  MSV/ 
AMA  wishes  to  make  all  American  doctors  mono- 
lithic under  the  aegis  of  the  AMA.  The  reality  is  that 
American  doctors  are  separate,  spirited,  individual- 

63 


istic  practitioners  who  are  now  competing  with  and 
cutting  each  other  for  the  best  and  worst  of  reasons. 
No  matter  how  the  AMA  tries  to  package  American 
medicine,  it  is  not  and  never  will  be  monolithic. 

Prior  to  the  recent  action  of  The  Medical  Society 
of  Virginia,  44%  of  its  membership  chose  not  to  be 
members  of  the  AMA.  The  vote  against  unified 
membership  had  already  been  taken,  counted  and 
recorded;  yet  somehow  91%  of  the  elected  dele- 
gates voted  for  unified  membership,  effectively 
creating  a coup  d’etat  on  the  membership.  Even 
more  unbelievable  is  the  fact  that  443  Virginia 
doctors  who  are  members  of  the  AMA  but  not  of 
The  Medical  Society  of  Virginia  are  now  forced  to 
join  the  Society.  How  can  their  interests  have  been 
represented  if  they  were  not  even  members  of  the 
Society? 

Coincidental  to  unifying  membership,  the  AMA 
will  enrich  its  coffers  by  $1,805,463  this  year,  based 
on  present  discounted  dues  of  $297  per  member. 
Next  year  they  will  experience  a windfall  of 
$2,279,625,  based  on  the  announced  increase  in 
dues  to  $375  per  member.  What  will  the  doctors  in 
Virginia  realize  for  this  money?  The  AMA  has  been 
one  of  the  four  most  expensive  lobbies  preying  on 
Congress  for  the  past  25  years,  yet  one  simply  has 
to  look  at  the  historical  record  of  American  medi- 


cine to  realize  how  ineffective  this  has  been. 

It  is  presumptive  of  The  Medical  Society  of 
Virginia  to  assume  that  every  one  of  its  members  is 
willing  to  pay  $298  to  $375  more  per  year  for  dues. 
But  more  important  than  the  money  is  the  principle. 
The  loss  of  freedom  to  choose  in  our  American 
society  is  not  insignificant.  Freedom  to  choose 
friends,  profession,  specialties,  practice  location, 
political  parties  and  religion  is  what  America  is  all 
about.  Loss  of  freedom  to  choose  for  any  reason 
can  be  the  beginning  of  loss  of  all  freedom  to 
choose.  The  Medical  Society  of  Virginia  should  be 
ashamed  of  assuming  that  its  members  will  be  sheep 
for  the  AMA.  Having  closed  the  door  of  choice,  you 
leave  but  one  exit — resignation.  I regret  having  to 
resign.  By  doing  so,  I am  choosing  the  freedom  to 
choose. 

Stanley  M.  Elmore,  MD 

7135  Jahnke  Road 
Richmond  VA  23225 


I am  deeply  disturbed  by  the  notification  that 
without  regard  to  my  wishes,  I am  being  compelled 
to  become  a member  of  the  AMA  if  I desire  to 
maintain  my  membership  in  The  Medical  Society  of 
Virginia.  I find  this  most  regrettable,  and  reminis- 


THE  MOST  COMMON  MEDICAL  DISORDER 


Headache  is  the  most  common  medical 
disorder  of  modem  man.  It  has  been 
estimated  that  one  out  of  three  Ameri- 
cans suffers  from  severe  headaches  at  one 
time  or  another. 

The  burden  on  patients,  their  families 
and  co-workers  due  to  chronic  or  severe 
headache  is  enormous  with  approximate- 
ly 124  million  workdays  lost  yearly  due  to 
headache. 

The  RICHMOND  HEADACHE  CENTER 
is  the  first  facility  of  its  kind  in  Central 


Virginia  that  deals  solely  with  the  diag- 
nosis and  management  of  headache. 

RICHMOND  HEADACHE  CENTER  was 
founded  by  a group  of  practicing  neurol- 
ogists and  clinical  psychologists  who  recog- 
nized the  need  for  a cooperative  effort  in 
treating  chronic  and  recurrent  head- 
aches. 

If  you  would  like  further  information 
please  call  the  RICHMOND  HEADACHE 
CENTER. 


RICHMOND 
HEADACHE 
CENTER 

6767  Forest  Hill  Avenue 
Richmond,  Virginia  23225 
Telephone  (804)  320-3750 
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cent  of  the  issue  of  “taxation  without  representa- 
tion” so  basic  to  the  history  of  Virginia. 

When  I started  practicing  in  this  state,  nearly  15 
years  ago,  I freely  chose  to  join  The  Medical 
Society  of  Virginia,  an  entity  that  I could  respect 
and  to  which  I was  proud  to  belong. 

I elected  not  to  join  the  AMA  since  I am  of  the 
opinion  that  no  group  or  organization  bears  a great- 
er responsibility  for  the  decline  of  the  image  and 
status  of  the  American  physician.  Yet  now,  without 
being  consulted,  without  a referendum  of  the  mem- 
bers of  The  Medical  Society  of  Virginia,  becoming 
part  of  the  AMA  is  forced  on  me,  very  much  against 
my  convictions. 

The  only  alternative  I am  offered  is  to  resign  from 
the  Society.  I am  as  yet  reluctant  to  do  this  since  I 
find  myself,  at  least  temporarily,  bound  to  my 
insurance  plans,  obtained  through  the  Society  and 
linked  to  my  membership.  Also,  I remain  hopeful 
because,  up  to  now.  The  Medical  Society  of  Virgin- 
ia has  been  one  of  the  few  reasonably  effective  and 
responsive  voices  in  organized  medicine. 

This  is  to  strongly  protest  this  imposed  linkage 
and  to  request  prompt  action.  Those  who  abused 
their  trust  in  such  a fashion  should  forthwith  recon- 
sider and  bring  the  matter  of  unification  with  the 
AMA  to  the  entire  membership  of  The  Medical 


Society  of  Virginia,  where  I believe  it  will  be 
soundly  rejected. 

Roger  Denis,  MD 

14749  Warwick  Boulevard 
Newport  News  VA  23602 


I am  most  incensed  that  the  decision  was  made 
that  my  state  medical  society  will  from  this  time 
forward  require  my  membership  in  the  AMA. 

It  makes  no  sense  to  me  that  there  was  a “lengthy 
debate,”  to  quote  President  Caravan’ s letter  of 
notification,  over  an  issue  that  resulted  in  a decision 
“by  an  overwhelming  majority  to  unify  immediate- 
ly.” Overwhelming  majorities  hardly  need  debate! 
Then,  irony  of  ironies,  where  should  I read  the  truth 
of  the  matter  but  in  the  November  22  issue  of  the 
American  Medical  News.  To  quote:  “There  was 
essentially  no  debate  in  the  MSV  house  on  whether 
to  unify.  Debate  focused  on  a procedural  issue — 
whether  the  delegates  should  decide  the  matter 
immediately  or  whether  it  should  go  to  the  general 
membership  for  a vote.  Proponents  of  an  immediate 
vote,  who  argued  that  delegates  are  elected  to 
represent  the  membership,  prevailed,  according  to 
a medical  society  spokeswoman." 

This  is  very  revealing.  Despite  the  delegates’ 


As  a professional,  you  can  make  what 
il  may  prove  to  be  the  decision  of 
a lifetime. 

If  you  have  a young  patient  who 
requires  psychiatric  treatment,  perhaps 
it’s  time  to  consider  referring  him  or  her 
to  a psychiatric  hospital.  More  specifical- 
ly, consider  PIR. 

PIR  offers  three  levels  of  treatment: 
Acute  Care,  Residential  Treatment,  and 
Therapeutic  Day  School,  all  in  a campus 
setting.  A fourth  level,  Outpatient  Treat- 
ment, is  provided  by  Joe  W.  King,  M.D. 
& Associates,  P.C.  The  expert  staff  spe- 
cializes in  treating  only  children,  adoles- 
cents, and  their  families— they’ll  also 
maintain  close  contact  with  you  on  the 
progress  of  your  patient. 

So  if  you  know  a young  person 
having  trouble,  lend  a helping  hand. 
Call  PIR  at  329-4392. 

• 

jl  DTD  Psychiatric  Institute 
W I llv  of  Richmond 
Psychiatric  Institutes  of  America 
a subsidiary  of  National  Medical  Enterprises.  Inc. 

3001  Fifth  Avenue,  Richmond.  Virginia  23222 
South  Richmond  Outpatient  Office 
Located  at  8132  Forest  Hill  Avenue 
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Do  you  find  that  you  need  help 
dealing  with  third  party  carriers, 
collections  and  personnel?  These 
are  a few  of  the  areas  that  Virginia 
Medical  Group  Managers  Associa- 
tion (VMGMA)  may  help  you. 

VMGMA  is  an  organization  of 
medical  group  managers  from  all 
specialties  who  meet  regularly  to 
hold  seminars  and  discuss  these 
issues  as  well  as  others  pertinent 
to  the  medical  group. 

The  group  practice  is  changing  . 
it  is  becoming  a business  that  is 
competitive.  VMGMA  would  like 
to  HELP.  For  more  information 
as  to  how  VMGMA  may  help  you, 
write: 

Catherine  Williams 
2911  Grove  Avenue 
Richmond,  VA  23221 


unanimity  toward  a “united  membership,”  a 
lengthy  debate  occurred  and  decided  against  the 
general  membership  being  privileged  to  vote  on 
such  a controversial  issue.  There  would  not  have 
been  a debate  on  this  side  issue  had  it  not  been 
recognized,  at  least  by  some  in  attendance,  that  the 
membership  was  being  disenfranchised  by  this  deci- 
sion made  in  camera.  A reasonable  delegation 
would  have  referred  such  a contentious  issue  back 
to  its  sponsors  for  decision. 

The  reason  we  have  state  and  national  medical 
organizations  is  to  try  to  protect  ourselves  against 
intrusion,  regulation  and  fiat.  Now  my  own  state 
medical  society,  in  its  paternalistic  wisdom,  has 
encumbered  me  with  another  comnmandment, 
Thou  shall  be  unified!  And  offering  us  a discount  on 
mandatory  AM  A dues  is  an  insult  to  our  intelli- 
gence. 

I fear  it  will  cause  my  state  medical  society  to 
lose  membership  and  still  not  accomplish  the  goal  of 
bolstering  AMA  membership  by  enforced  associa- 
tion. I deplore  the  weakening  of  our  medical  society 
and  the  subversion  of  democratic  priniciples. 

Alan  B.  Cohen,  MD 

728  Prescott  Circle 
Newport  News  VA  23602 


Praise  for  article  on 
‘ ‘ devastating  ’ ’ disease 

We  applaud  the  article  on  Haemophilus  influen- 
zae type  B (Hib)  that  appeared  in  the  November 
issue  of  Virginia  Medical.1 

Our  precious  16-month-old  daughter  died  two  and 
a half  years  ago,  less  than  24  hours  after  developing 
a Hib  bacterial  infection.  Until  Alice  Cathryn  be- 
came ill,  this  bacteria  was  unknown  to  us.  Accord- 
ingly, we  are  particularly  sensitive  to  the  devastat- 
ing effect  of  this  little  publicized  disease.  We  are 
encouraged  by  the  increased  attention  that  this 
disease  has  received  in  Virginia  Medical  through 
articles  such  as  Dr.  Adler’s. 

Elizabeth  Mclver  Ross 
David  L.  Ross 

1215  Wilmington  Avenue 
Richmond  VA  23227 

1.  Adler  SP.  For  an  elusive  infection,  hope  in  a vaccine. 

Va  Med  1985;112:714-715 
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Presented  by  Health  Management  Corporation,  a subsidiary 
of  Blue  Cross  and  Blue  Shield  of  Virginia  in  conjunction  with 
Medical  Information  Technologies,  Inc. 

For  more  information  call  (804)  780-1808  or  write  BlueMax, 
115  Shockoe  Slip,  2nd  Floor,  Richmond,  Virginia  23219. 


BhieNa\ 


The  Power  in  Medical  Office  Automation 


SIGNS  AND  SYMPTOMS 

Case  reports  of  developments  in  the  socioeconomic  sphere 
of  medicine , with  first  opinions  by  Virginia  physicians. 

What  trends  do  you  see  in  your  medical  neighborhood , 
and  what  do  you  think  of  them? 

These  columns  are  open  to  your  commentary . 


Highwater  Marks 


About  the  authors  in  this  section: 

Dr.  Mathews  is  in  the  private  prac- 
tice of  internal  medicine  at  204  North 
Hamilton  Street,  Richmond  VA  23221. 

Dr.  Owen,  an  Associate  Editor  of 
Virginia  Medical,  is  an  internist  in 
the  Department  of  Medicine,  at  the  Uni- 
versity of  Virginia,  Charlottesville  VA 
22908. 

Dr.  Kendig,  who  conducts  his  pedi- 
atric practice  from  St.  Mary’s  Hospital, 
5855  Bremo  Road,  Richmond  VA 
23226,  is  Virginia  Medical’s  Editor. 


By  Emmett  C.  Mathews,  MD 

In  November  1985,  the  Massa- 
chusetts’ legislature  passed  a 
law  that  compelled  each  physician 
who  accepted  Medicare  payments 
to  accept  assignment  or  have  their 
licenses  to  practice  medicine  in  the 
State  of  Massachusetts  revoked  as 
of  December  15,  1985.  This  law  has 
been  appealed  to  the  courts  by  the 
American  Medical  Association  and 
the  Massachusetts  Medical  Socie- 
ty. The  Massachusetts  Medical  So- 
ciety’s president,  Barbara  Rockett, 
MD,  observed,  according  to  the 
American  Medical  News  of  No- 
vember 22/29,  1985,  “We  are  con- 
cerned that  the  state  has  gotten 
involved  in  a voluntary  and  federal 
program.’’  She  also  noted  that 
some  senior  citizens  in  Massachu- 
setts had  gotten  the  “erroneous 
idea  that  they  would  not  have  to 
pay  the  deductibles  and  copay- 
ments [for  Medicare],’’  which  the 
federal  government  required  physi- 
cians to  charge. 

Then  from  the  American  Medi- 
cal News  of  December  20,  1985, 
there  is  this  quote:  “Confirming 
earlier  reports,  Medicare  officials 
have  told  a Senate  panel  that  the 
Reagan  administration  has  shelved 
interim  plans  for  overhauling  the 
physician  payment  system  and  will 
push  instead  for  rapid  movement  to 


a ‘capitation’  payment  system  for 
the  $71  billion  program.’’ 

One  economist  recently  predict- 
ed that  within  the  next  five  years  all 
physicians  would  work  for  an  in- 
surance company  or  a hospital  and 
be  paid  on  a salary  basis. 

Recently  I had  dinner  with  a pro- 
fessor in  one  of  the  London  medi- 
cal schools,  and  he  stated:  “I  teach 
students  and  residents  in  the  morn- 
ing and  in  the  afternoon  I have  a 
private  practice  of  medicine.’’  His 
comment  was  that  “the  poor  re- 
ceive quality  medical  care  through 
the  British  system  with  the  excep- 
tion of  the  long  waits,  delays  and 
red  tape  involved.’’  The  middle 
class  does  not  receive  the  same 
good  quality  care.  The  wealthy  go 
to  their  own  private  physicians  out- 
side the  British  medical  system. 

A former  patient  of  mine  who  is 
now  teaching  in  an  English  Univer- 
sity recently  had  sinusitis  and  asth- 
matic bronchitis  and  visited  the 
British  medical  clinic.  Four  days 
later  the  prescription  needed  to  be 
refilled,  for  which  she  was  told  that 
she  must  return  to  the  clinic  to  see 
another  physician.  The  patient  tele- 
phoned her  mother  in  Richmond. 
She  sent  her  daughter  the  required 
medication  by  air  mail. 

What  has  happened  in  England, 
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Canada  and  the  State  of  Massachu- 
setts is  the  beginning  of  more  regu- 
lation and  control.  Can  the  tide  be 


By  John  A.  Owen,  Jr.,  MD 


Devotees  of  doom  and  gloom 
began  tuning  up,  almost  im- 
mediately after  the  introduction  of 
DRGs,  to  proclaim  the  impending 
Gotterdammerung  of  medical  mo- 
rality. When  pursuit  of  the  al- 
mighty dollar  comes  in  the  door, 
they  said,  patient  care  flies  out  the 
window.  O temporal  O mores!  Not 
so,  said  the  Dr.  Pangloss  segment 
of  the  profession,  it’s  a bold  step 
forward,  making  cost  containment 
a priority  item  on  the  physician’s 
agenda.  Now,  coming  up  soon,  is  a 
test  case  that  will  tell  us  all  who 
was  right  and  who  was  wrong.  Do 
we  really  want  to  know? 

The  case  in  point  is  that  of  the 
Paracelsus  Corporation,  a Califor- 
nia proprietary  chain  of  14  hospi- 
tals. In  April  1985  the  company 
initiated  a policy  of  paying  each 
physician  a bonus  from  the  profits 
it  received  when  that  physician’s 
Medicare  admissions  ended  up 
costing  less  than  the  payment  re- 
ceived under  the  DRG  scale.  Crit- 
ics were  quick  to  point  out  the 
obvious  conflict  of  interest:  In  this 
case  the  financial  gain  from  these 
quickie  admissions  accrued  not 
only  to  the  hospital  but  as  a bonus 
to  the  admitting  physicians. 

What  do  we  call  this  sort  of  pay- 
ment? In  a quote  from  Dr.  James 
Sammons,  Executive  Vice  Presi- 
dent of  the  AMA,  the  word  was 
“kickback,”  and  he  denounced  it 
as  a violation  of  Medicare  fraud 
and  abuse  laws.  Unhappily  but  pre- 
dictably, the  denunciation  did  not 
bring  Paracelsus  to  its  knees. 


stemmed  or  turned  back?  Only  if 
physicians  unify  in  one  organiza- 
tion, and  that  must  be  the  AMA.  ■ 


weeping  with  contrition.  Instead, 
as  so  often  happens  nowadays,  the 
whole  thing  has  gotten  into  the 
hands  of  the  lawyers.  The  inspec- 
tor general  of  the  Department  of 
Health  and  Human  Services,  it 
seems,  is  finding  the  Justice  De- 
partment somewhat  cautious  in  rul- 
ing on  such  issues  except  on  a case- 
by-case  basis.  The  president  of 
Paracelsus  minimized  the  whole 
business.  Standard  peer  review  and 
utilization  review  would  preserve 
quality  of  care,  he  said,  and  be- 
sides, “The  payments  to  the  physi- 
cian for  each  individual  patient  is 
so  small  that  physicians  would  not 
want  to  jeopardize  themselves 
from  a malpractice  or  legal  point  of 
view  by  giving  lesser  quality  of 
care.”  There  is  no  report  of  wheth- 
er anyone  asked  the  obvious  next 
question:  If  the  temptation  is  too 
small  to  affect  anyone’s  behavior, 
why  offer  it  at  all? 

But  here  it  is,  out  on  the  table,  in 
plain  view  for  all  to  see:  a bonus  or 
kickback  or  bribe,  whatever  you 
will,  for  admitting  patients  with 
minimal  or  mild  disease  to  the  hos- 
pital to  beat  the  DRG  payment 
plan.  Like  a boy’s  first  conversa- 
tion with  a real  live  prostitute,  it’s 
hard  to  believe  what  is  actually 
about  to  happen.  The  easiest  way 
to  make  good  people  do  bad  things 
is  to  trivialize  them.  This  approach, 
first  used  successfully  by  the  ser- 
pent in  the  Garden  of  Eden,  has  a 
pretty  good  track  record  of  suc- 
cess, particularly  among  busy 
hard-working  people. 


Since  it  may  not  be  clearly  illegal 
now,  the  Justice  Department  may 
decide  to  wait  until  it  becomes  a 
nationwide  phenomenon  and  then 
rewrite  the  laws  to  make  it  illegal. 
But  as  it  stands,  the  whole  thing 
seems  only  one  step  removed  from 
some  of  the  recommendations  for 
division  of  the  lump-sum  payments 
to  be  made  when  DRGs  for  physi- 
cians come  into  effect.  To  rule  the 
Paracelsus  scheme  illegal  would 
greatly  complicate  the  task  of  those 
who  write  the  regulations  prescrib- 
ing how  that  division  may  legally 
be  made,  when  several  physicians 
render  professional  services  during 
a patient’s  hospitalization.  Call  it 
kickbacks  or  call  it  fee-splitting,  it 
all  smells  to  high  Heaven. 

As  it  now  stands,  therefore,  the 
AMA  clearly  knows  what  is  right 
and  what  is  wrong  but  lacks  the 
power  to  enforce  it.  The  Depart- 
ment of  Justice  has  the  power  but 
seems  unsure  what  is  right  and 
what  is  wrong.  The  individual  phy- 
sician, as  is  happening  more  and 
more  these  days,  is  left  in  limbo. 
Should  he  take  up  DRG  gaming, 
because  everybody  is  doing  it,  or 
should  he  cling  instinctively  to  the 
old  ways  of  behavior  even  though 
the  times  may  seem  woefully  out  of 
joint? 

The  question  is  not  entirely  theo- 
retical. So  many  socioeconomic  in- 
novations seem  to  begin  in  Califor- 
nia and  spread  eastward  that  we 
may  eventually  find  ourselves  fac- 
ing a Paracelsus  within  our  own 
Commonwealth.  What  shall  we  do 
then?  Where  can  we  turn  for  help? 

In  this  uncertainty,  it  is  deeply 
reassuring  to  see  the  AMA  speak 
out  so  clearly  and  firmly  for  the 
primacy  of  the  welfare  of  the  pa- 
tient in  all  of  this,  even  and  espe- 
cially when  it  goes  against  the  phy- 
sician’s own  financial  interest.  We 
applaud  that  position  and  hope  that 
physicians  nationwide  may  take 
the  high  ground,  rally  around  the 
AMA,  and  let  it  be  the  voice  of 
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their  conscience.  But  in  the  last 
analysis,  the  decision  eventually 
has  to  be  made  by  the  individual 
physician.  If  Paracelsus  buys  your 
hospital,  and  offers  you  a fat  bonus 
to  ping-pong  mildly  sick  patients 
(and  to  give  minimal  care  to  the 
desperately  sick  ones),  what  do 
you  do?  Wrapping  yourself  in  the 
mantle  of  principle  and  waiting  for 
the  Justice  Department  to  catch  up 
to  reality  does  not  necessarily  put 
bread  on  your  table.  (A  kiss  on  the 
hand  may  be  quite  continental,  but 
diamonds  are  a girl’s  best  friend.) 

But  maybe  man  does  not  live  by 
bread  alone.  Maybe  the  best  proph- 


et for  our  times  is  Robert  E.  Lee 
when  he  was  president  of  Washing- 
ton and  Lee  University.  A Civil 
War  widow  brought  him  her  only 
son,  a boy  in  his  early  teens.  She 
came  to  him  for  advice:  What 
should  she  teach  this  young  boy, 
she  asked,  growing  up  fatherless  in 
a bankrupt  land?  Lee  considered 
her  gravely,  pondering  perhaps  all 
the  dead  boys  at  Antietam  and  Get- 
tysburg and  Spotsylvania  and 
Sayler’s  Creek,  the  ruined  South, 
the  grim  future  under  Reconstruc- 
tion. 

“Madam,”  he  said,  “Teach  him 
to  deny  himself.”  ■ 


Continuing  Crisis 

By  Edwin  L.  Kendig,  Jr.,  MD 


The  vaccine  shortage  alluded  to 
in  earlier  editorials  1,2  has  not 
gone  away.  Indeed,  the  problem 
appears  to  be  building  toward  an 
ever  greater  crisis.  The  reasons,  as 
listed  by  Dr.  Martin  Smith,3  presi- 
dent of  the  American  Academy  of 
Pediatrics,  are  these: 

The  vaccine  industry  operates  at 
a low  profit  margin,  due  to  high 
research,  development  and  produc- 
tion costs,  the  high  cost  of  skilled 
employees,  and  the  need  to  main- 
tain a relatively  modest  price  struc- 
ture. The  last  is  necessary  in  order 
to  ensure  availability  of  vaccine 
related  claims  under  the  tort  sys- 
tem. Courts  have  been  unable  to 
determine  a predictable  standard  of 
liability  under  the  common  law  sys- 
tem.4 As  a consequence,  some  of 
the  manufacturers  have  discontin- 
ued production  of  vaccine  and  the 
cost  of  vaccines  has  risen  precipi- 
tately. For  example,  from  1984  to 
1985,  the  cost  of  DTP  increased  by 
100%;  poliomyelitis  vaccine  by 
25%;  and  measles,  mumps  and  ru- 
bella vaccine  (MMR)  by  25%. 


States  must  absorb  $3.2  million  in 
additional  costs  merely  to  purchase 
necessary  vaccine  in  fiscal  1986. 

According  to  the  Department  of 
Health  and  Human  Services,  a six- 
month  supply  of  vaccine  is  the 
minimum  that  should  be  kept  in 
reserve.  The  fiscal  year  1986  ap- 
propriation by  Congress  will  allow 
only  a three-month  stockpile.  Pas- 
sage of  the  Gramm-Rudman  bal- 
anced budget  act  places  the  immu- 
nization program  in  even  greater 
jeopardy. 

The  major  problem  is  the  ab- 
sence of  a predictable  standard  of 
liability  under  the  tort  system  and 
the  fact  that  the  number  of  lawsuits 
has  continued  to  climb.  Childhood 
immunization  programs  have  un- 
doubtedly saved  hundreds  of  thou- 
sands of  lives;  however,  the  vac- 
cines are  not  innocuous.  With  the 
present  number  of  DTP  and  polio- 
myelitis vaccine  doses  adminis- 
tered annually,  there  will  be  each 
year  at  least  two  cases  of  paralytic 
disease  and  at  least  50  permanent 
neurologic  injuries  that  follow. 
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While  there  is  continued  research 
directed  toward  the  production  of 
better  vaccines  in  the  future,  it 
must  be  emphasized  that  the  Unit- 
ed States  has  never  before  enjoyed 
such  freedom  from  preventable 
childhood  diseases. 

What  are  the  solutions?  A sup- 
plemental appropriation  by  Con- 
gress of  $18  million  must  be  consid- 
ered. This  will  include  $2  million  in 
grants  to  states,  $4  million  for 
stockpiling  and  $12  million  for  the 
new  H influenzae  B vaccine.  But 
this  is  only  a Band-Aid.™ 

The  National  Vaccine  Injury 
Compensation  Act  presents  a 
choice  for  parents  of  affected  chil- 
dren. They  either  can  pursue  the 
no-fault  approach  offered  by  the 
program  or  they  can  pursue  a law- 
suit, but  not  both.  A proposed 
amendment  establishes  compliance 
with  federal  standards  for  vaccine 
testing,  manufacturing  and  labeling 
as  an  affirmative  defense  in  a civil 
lawsuit.  A similar  provision  would 
apply  to  health  care  providers  who 
administer  such  vaccines  in  accor- 
dance with  the  guidelines  of  the 
Advisory  Committee  on  Immuniza- 
tion Practices  of  the  US  Public 
Health  Service.  The  National  Vac- 
cine Injury  Copensation  Act  is  now 
pending  before  Senate  committees. 
Action  on  this  bill  is  expected  be- 
fore adjournment  of  Congress  on 
October  1,  1986. 

Of  all  medical  programs,  a com- 
plete immunization  program  can  be 
most  easily  documented  as  cost 
effective.  We  cannot  allow  this  pro- 
gram to  lapse. 

1.  Kendig  ELjr.  Immunization  crisis. 
Va  Med  1984;1 11:706 

2.  Kendig  ELjr.  Coping  with  the  vac- 
cine crisis.  Va  Med  1985;1 12:250 

3.  Smith  MH.  Testimony  before  the 
Committee  on  Labor  and  Human 
Resources,  US  Senate,  July  18  and 
December  9,  1985 

4.  Kitch  EW.  Vaccines  and  product 
liability:  contagious  litigation.  Regu- 
lations May/June  1985,  p 11 
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ACTION  AT  THE  INTERIM  MEETING  OF  THE  AMA 
By  H.  C.  Alexander  III 

The  agenda  for  the  American  Medical  Association's 
meeting  held  in  Washington,  DC,  in  December  was  comprised 
of  195  separate  items,  including  72  reports  from  the 
Board  of  Trustees  and  the  various  councils,  and  123 
resolutions . 

The  Medical  Society  of  Virginia's  delegation, 
under  the  chairmanship  of  Dr.  Michael  A.  Puzak,  introduced 
six  resolutions  and  successfully  engineered  the  adoption 
or  referral  of  all  six,  as  follows: 

Resolution  No.  81.  Recommended  that  the  administration 
of  Medicare  and  Medicaid  be  taken  over  by  the  private 
sector.  Referred  for  study. 

No.  82.  Asked  the  AMA  to  pursue  administrative 
and  statuatory  changes  to  protect  voluntary  peer  review 
in  fee  disputes.  Adopted. 

No.  83.  Asked  the  AMA  to  support  HR  3505,  introduced 
by  Virginia  Congressman  D.  French  Slaughter,  Jr., 
to  fund  health  care  for  the  elderly  with  the  income 
tax  credited  to  health  care  savings  accounts.  Referred. 

No.  84.  Asked  the  AMA  to  take  action  to  equalize 
the  rural-urban  differential  in  physician  payment 
for  Medicare  Part  B.  Adopted. 

No.  85.  Asked  the  AMA  to  develop  appropriate 
certification  standards  to  be  applied  to  all  preadmission 
review  in  the  United  States.  Referred  to  the  Council 
on  Medical  Services. 

No.  86.  Asked  the  AMA  to  recommended  to  the  Joint 
Commission  on  the  Accreditation  of  Hospitals  that 
autopsy  reports  be  completed  within  30  days  of  the 
autopsy  date  to  insure  current  and  pertinent  use  of 
the  information.  Referred. 

HEALTH  An  agenda  of  46  items  under  this  heading  were  fielded 
by  Reference  Committee  E under  the  chairmanship  of 
Virginia  delegate  John  A.  Martin.  Here  are  selected 
topics  and  the  decisions  they  generated: 

- Tobacco  product  use:  Adopt  policies  banning 
advertising,  supporting  public  education  against  usage, 
especially  targeted  toward  children. 

- Therapeutic  and  pharmaceutical  substitution: 

Oppose  legislation  allowing  pharmacists  to  do  either. 

- AIDS:  Support  continued  research  and  dissemination 

of  information.  (continued  over) 
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- Herpes  simplex:  Allow  infected  children  to 
attend  school. 

- Pesticides  in  farm  workers:  Continue  monitoring 
long-term  effects. 

- Clinical  trials:  Support  freedom  from  inappropriate 
non-sc ient if ic  constraints. 

- Animal  foods:  Support  continued  study  of  use 

of  antibiotics  with  specific  recommendations  to  improve 
value  of  results. 

- Drug  costs:  Express  concern  to  pharmaceutical 
industry  about  rising  costs  and  enlist  industry  support 
in  addressing  problem. 

- Child  abuse,  sexual  and  physical:  Adopt  report 
supporting  continued  opposition  and  study  of  causes. 

- Abuse  of  elderly:  Develop  diagnosis  and  treatment 
guidelines,  with  model  legislation  for  mandatory  reporting 
for  use  by  state  societies. 

- Athletics:  Oppose  blood  doping.  Oppose  boxing 
at  Olympic,  intercollegiate  and  intramural  levels 
through  education  and  legislation. 

- Schools:  Through  model  legislation,  initiate 
comprehensive  health  education  aimed  at  prevention. 

HEALTH  Study  concepts  of  "gatekeeper"  and  case  manager  concepts 

CARE  and  related  reimbursements  in  prepaid  health  plans... Urge 

careful  review  of  need  for  durable  medical  equipment 
before  certification  to  control  cost s ...  Provide  health 
coverage  of  uninsurable  individuals  through  risk 
pooling.  Model  legislation  to  come ...  Cons ider  ways 
to  keep  peer  review  records  confidential  and  undis- 
coverable ...  Study  cost  effectiveness  of  preadmission 
certification  and  possible  detrimental  effects  on 
pat ients ...  Examine  the  impact  of  prospective  pricing 
on  patients  involved  in  clinical  research  trials. 

EDUCATION  Obtain  funding  for  graduate  medical  education  through 

prospective  pricing  program ...  Evaluate  means  of  solving 
problems  of  physician  supply  equitably  for  both  domestic 
and  foreign  graduates ...  Seek  extension  of  the  grace 
period  for  student  loans. 

SOCIO-  Continue  to  work  with  Harvard  University  on  a relative 

ECONOMIC  value  scale  for  Medicare  re imbursement . . . Many  items 
calling  for  malpractice  tort  reform  at  congressional 
and  state  levels  and  relief  from  liability ... Cont inue 
to  seek  legislative  and  judicial  relief  from  the  fee 
f reeze ...  Update  reports  on  HMOs , IPAs,  PPOs,  and  other 
alternative  delivery  systems,  with  attention  to  ethical 
problems  involved  in  physician  part i c ipat ion  ...  Work 
to  secure  reimbursement  for  clerical  services,  such 
as  filling  out  forms  for  new  pat ients ...  Continue  reporting 
of  DRG  problems  to  the  AMA's  DRG  Monitoring  Project, 

PO  Box  10947,  Chicago  IL  606010. 
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ACTION  AT  THE  JANUARY  MEETING  OF  COUNCIL 


Their  first  meeting  of  1986  brought  The  Medical 
Society  of  Virginia's  councilors  to  MSV  headquarters 
in  Richmond  on  January  25.  President  Charles  M. 
Caravati,  Jr.f  conducted  the  meeting. 


"NO  MORE  NEW 
BUSINESS" 2 
ST.  PAUL 


There  was  pain  and  suffering  in  the  first  item  on 
the  agenda.  St.  Paul  has  notified  its  agents  that 
it  will  write  no  more  new  malpractice  insurance, 
revealed  Dr.  Caravati.  If  a physician  joins  a group 
already  insured  by  St.  Paul,  the  coverage  will  be 
extended  to  include  the  new  associate,  Dr.  Caravati 
continued,  but  if,  for  example,  a young  doctor  goes 
to  a rural  community  and  sets  up  a solo  practice, 

St.  Paul  will  not  write  a liability  policy  for 
him/her.  Virginia  has  not  been  singled  out  for  this 
exclusion,  Dr.  Caravati  emphasized;  it  is  being  applied 
nationwide . 

The  Virginia  Insurance  Reciprocal  may  pick  up 
some  of  the  excluded  physicians.  Dr.  Caravati  noted, 
and  an  insurance  broker  has  indicated  to  him  that 
another  underwriter  might  be  persuaded  to  enter  the 
Virginia  liability  market.  The  councilors  passed  a 
motion  authorizing  exploration  of  that  possibility. 


NEW  ALLIES 
IN  LIABILITY 
COALITION 


The  State  Chamber  of  Commerce  is  developing  a coalition 
of  groups  severely  affected  by  the  high  cost  of  liability 
insurance,  reported  Dr.  Ronald  K.  Davis,  chairman 
of  the  Committee  to  Study  Malpractice.  These  include 
municipalities,  school  boards,  cab  drivers,  accountants, 
engineers,  and  operators  of  roller/ice  skating  rinks 
and  bowling  alleys.  He  urged  support  fpr  such  a 


Photographed 
at  the  January 
meeting,  these 
three  new 
councilors: 
from  left. 

Dr.  William 
H.  Sipe, 

Dr . Gerald  C . 
Burnett , and 
Dr.  James  L. 
Patterson,  Jr. 
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coalition  and  was  joined  in  that  position  by  Counsel 
Allen  C.  Goolsby  III,  who  noted  that  a resolution 
is  before  the  General  Assembly  calling  for  a study 
of  the  liability  problems  besetting  all  sectors  of 
the  economy.  Goolsby  emphasized  that  it  is  now 
important  for  physicians  to  recognize  that  their 
liability  concerns  are  no  longer  unique. 

Counsel  Goolsby’s  report  of  activities  at  the  General 
Assembly  now  in  session  included  the  following: 

- A detailed  review  of  HB  130,  relating  to  medical 
liability.  This  bill  would  reduce  the  current  cap 
from  $1  million  to  $500,000  but  would  permit  plaintiff 
to  elect  to  proceed  without  any  cap  under  if  he/she 
agreed  to  have  the  case  tried  under  the  following 
rules:  1)  future  damages  paid  only  as  experienced 
and  2)  award  reduced  by  collateral  sources;  3)  limits 
on  contingency  fees  and  4)  on  awards  for  pain  and 
suffering,  and  other  non-economic  losses  capped  at 
$250,000.  If  the  plaintiff  does  not  opt  into  the  new 
system,  the  defendant  can  do  so  by  agreeing  not  to 
contest  the  issue  of  liability. 

- Opposition  to  bill  that  would  permit  optometrists 
to  use  drugs  for  treatment  purposes. 

- Support  for  bill  to  increase  reimbursement 
to  physicians  by  Medicaid. 

- Support  for  bill  exempting  ambulatory  surgery 
centers  from  the  certificate  of  need  process. 

The  attorney  described  a bill  that  would  prohibit 
an  abortion  if  the  mother  is  in  or  beyond  the  23rd 
week  of  pregnancy.  The  Council  voted  to  continue  the 
Society’s  no-position  policy  on  abortion  legislation. 

HMO  Study:  How  feasible  is  an  HM0/IPA  established 
and/or  operated  by  The  Medical  Society  of  Virginia?  To  study  that 
question.  Dr.  Caravati  has  appointed  a committee  headed  by  Dr.  H. 

C.  Alexander  III. 

Membership:  Chairman  Hayden  Hollingsworth  reported 
that  101  members  have  resigned  in  the  wake  of  MSV/AMA  unification 
and  ”a  significant  number"  of  letters  on  the  subject  have  been 
received;  four  of  them  appear  in  this  issue. 

Smoking  Ban:  By  passing  a motion  offered  by  Dr.  Richard 
L.  Fields,  the  Council  banned  the  smoking  of  cigars,  pipes  and 
cigarettes  in  meetings  of  the  Council,  and,  subject  to  ratification, 
the  House  of  Delegates,  and  the  general  membership. 

Meetings:  Henceforth,  the  councilors  decreed,  every 
third  annual  meeting  will  be  in  a setting  other  than  the  Homestead 
or  Williamsburg;  the  first  such  departure  was  designated  for  Richmond. 

Sick  List:  Noting  the  absence  of  Immediate  Past 
President  Harry  C.  Kuykendall  and  Executive  Vice  President  James 
L.  Moore,  Dr.  Caravati  explained  that  Dr.  Kuykendall  was  recuperating 
from  injuries  suffered  in  a boating  accident,  while  Jim  Moore  had 
been  felled  by  a myocardial  infarction  on  January  6 and  was 
convalescing  at  home  on  a regimen  of  limited  activity.  To  "Dear  Jim" 
the  councilors  sent  a letter  expressing  their  concern  and  looking 
forward  to  his  return.  — A.G. 
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Treating  Impaired  Physicians: 
Fourteen  Keys  to  Success 

G.  Douglas  Talbott,  MD,  and  Carolyn  A.  Martin,  PhD., 

Atlanta , Georgia 


Because  they  are  subject  to  differentiating  factors  peculiar  to  the  profes- 
sion of  medicine,  chemically  dependent  physicians  require  treatment  specifi- 
cally tailored  to  their  unique  needs.  Fourteen  such  critical  therapeutic 
features  characterize  the  pioneering  Georgia  Impaired  Physician  Program, 
which  since  1974  has  treated  700  physicians  with  renowned  success. 


Since  1972,  when  the  AMA  Council  on  Mental 
Health  gave  its  initial  report  on  impaired  phy- 
sicians,1 many  states  have  altered  their  li- 
censing laws  and  many  state  and  county  medical 
societies  have  implemented  impaired  physicians 
programs.2'7  Several  different  models  for  identifica- 
tion, intervention,  and  treatment  have  evolved.8,9 
Georgia’s  Impaired  Physicians  Program  (IPP)  is  one 
such 

model.10,11 

The  Georgia  Program  originated  in  1974  as  a 
grassroots  operation  sponsored  by  the  DeKalb 
County  Medical  Society.  In  1975  the  Medical  Asso- 
ciation of  Georgia  (MAG)  adopted  and  funded  this 
plan,  known  then  as  the  Disabled  Doctors  Program. 
Changes  in  the  program  have  continued  to  occur 
throughout  its  existence,  primarily  in  response  to 

Dr.  Talbott  originated  the  Medical  Association  of  Geor- 
gia's Impaired  Physician  Program  in  1974  and  continues 
as  its  Program  Director  today.  Direct  correspondence  to 
him  at  the  Ridgeview  Institute,  3985  South  Cobb  Drive, 
Smyrna  GA  30080. 


routinely  perceived  needs  and  to  periodic  evalua- 
tions of  the  effectiveness  of  various  program  com- 
ponents. From  the  beginning  IPP  has  included 
physicians  with  psychiatric  disease,  with  chemical 
dependence,  and  those  with  both  diseases;  howev- 
er, its  emphasis  has  always  been  on  physicians  with 
alcoholism  and  addiction  to  other  drugs.  Not  in- 
cluded in  the  program  were  those  physicians  suffer- 
ing from  senility,  primary  neurological  disease,  and 
those  individuals  with  major  legal  charges  stemming 
from  drug  dealing,  assault,  and  homocide.  The 
majority  of  IPP  patients  have  been  found  to  have 
chemical  dependence  as  their  primary  disease,12 
and  these  people  have  had  no  other  place  to  receive 
specialized  help  for  chemical  dependence.  Of  the 
first  100  patients  evaluated  by  triage  upon  admis- 
sion to  the  Georgia  program,  94%  were  found  to 
have  primary  chemical  dependence  with  secondary 
emotional  problems.12'17 

Fourteen  critical  features  comprise  the  core  of 
Georgia’s  chemical  dependence  program.  We  be- 
lieve that  these  features,  which  are  our  operating 
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hypotheses,  have  given  IPP  its  distinctive  character 
and  continue  to  contribute  to  its  high  rate  of  remis- 
sion. A discussion  of  each  of  these  features  follows. 

IThe  strength  and  virtues  of  having  an  im- 
paired physicians  program  headed  by  the  state 
medical  society.  The  promise  of  advocacy  for  phy- 
sicians if  they  sign  contractual  agreements  to  under- 
go the  suggested  treatment  and  maintain  their  re- 
covery program  as  well  as  the  implied  threat  of 
licensure  difficulty  if  they  refuse  treatment  provide 
credibility  and  clout  for  the  program.  MAG’s  influ- 
ence is  important  not  only  in  Georgia  but  through 
the  states  of  the  United  States  and  provinces  of 
Canada  in  the  identification  and  intervention  as  well 
as  treatment  and  reentry  of  impaired  physicians. 

2  Acceptance  of  alcoholism  and  drug  addiction 
as  a psychosocial  biogenetic  disease  is  critical 
to  recovery.  The  disease  model  is  no  longer  regard- 
ed as  a theoretical  concept  in  the  program  but  as  a 
precept  grounded  in  empirical  evidence.  Recovery 
from  this  disease  is  predicated  upon  the  person’s 
surrender  to  the  impact  of  the  disease  on  his  or  her 
entire  life  and  commitment  to  acceptance  of  person- 
al accountability  for  recovery.  Careful  presentation 
of  the  diagnosis  and  the  dynamics  of  the  disease  is 
critical  to  the  acceptance  of  the  disease  model  by 
physician-patients,  and  repeated  presentations  are 
usually  necessary  to  overcome  the  denial  process. 


3  Characterization  of  the  Georgia  program  as  a 
two-year  program  with  a specially  trained 
staff  to  deal  with  impaired  health  professionals, 
including  an  extensively  monitored  and  structured 
18-  to  20-month  aftercare  component.  Impaired 
physicians  have  a unique  and  intensive  type  of 
denial  pattern  with  a potentially  high  relapse  rate. 
Staff  trained  to  deal  with  these  particular  occupa- 
tional components  and  the  massive  denial  of  the 
impaired  physician  have  proved  effective. 

6AA-oriented  treatment  program.  In  the  Geor- 
gia experience,  another  crucial  element  of 
recovery  for  the  vast  majority  of  impaired  physi- 
cians is  participation  in  Alcoholics  Anonymous 
(AA)  or  Narcotics  Anonymous  (NA).  This  basic 
self-help  program  has  proved  to  be  a blueprint  of 
recovery  and  a practical  spiritual  road  map.  Yet 
with  the  high  degree  of  denial  seen  in  impaired 
physicians,  it  is  difficult  to  motivate  them  to  attend 
general  meetings  locally  and  to  participate  regularly 
in  the  program  simply  by  introducing  them  to  AA/ 
NA  while  in  treatment.  Since  it  is  as  important  for 
them  to  attend  AA/NA  meetings  open  to  all  alcohol- 
ics as  it  is  for  them  to  attend  the  Doctors’  AA  or 
IDAA  (International  Doctors  in  Alcoholics  Anony- 
mous), the  transition  to  membership  in  both  groups 
is  built  into  the  treatment  program,  with  emphasis 
on  the  layman’s  group  and  a nonprofessional  spon- 
sor. 


3 Utilization  of  a 72-hour  triage  has  been  very 
successful  in  the  Georgia  program.  Such  a 
triage,  implemented  by  a five-person  team  comprised 
of  an  addictionologist,  psychiatrist,  diagnostic  psy- 
chologist/neuropsychologist, family  therapist,  and  in- 
ternist, allows  comprehensive  assessment  of  the  indi- 
vidual as  to  the  presence  of  the  disease  and  its 
characterization.  Appropriate  referrals  can  then  be 
made  to  a rehabilitation  inpatient  center,  an  outpa- 
tient program,  self-help  groups,  a psychiatric  treat- 
ment program,  and/or  family  therapy,  or  to  immediate 
medical  care  facilities. 

4  True  peer  group  therapy,  which  is  decisive  in 
breaking  through  denial  and  overcoming  the 
“MD’eity  syndrome,”  that  sense  of  omnipotence, 
uniqueness,  and  professional  immunity  to  loss  of 
control  found  in  impaired  physicians.  Experience 
has  established  that  when  one  or  two  physicians  are 
placed  in  treatment  with  nonphysicians,  they  will 
attempt  to  “play  God”  or  the  other  patients  will 
insist  that  the  doctors  assume  that  role.  In  true  peer 
group  therapy  this  is  impossible  since  all  members 
are  potential  deities  and  recognize  the  syndrome. 


7 Family  involvement.  Family  therapy  has 
proved  to  be  absolutely  essential  to  recovery. 
In  our  experience,  the  single  most  important  factor 
contributing  to  the  relapse  of  the  impaired  physician 
is  the  family  that  remains  ill.  The  parallel  family 
illness  is  expressed  in  the  “spouseaholic,”  “childa- 
holic,”  or  “parentaholic”  members  of  the  family. 
For  a family  member,  compulsive  preoccupation 
with  the  alcoholic,  isolating  oneself  from  other 
members  of  the  family  and  the  community,  experi- 
encing fear  over  losing  control  of  the  addict  and 
over  what  might  happen  in  spite  of  all  one  can  do 
are  a few  of  the  symptoms  of  this  parallel  condition 
producing  shame,  fear,  and  anger.  These  feelings 
are  repressed  and  an  uncommon  tolerance  to  pain  is 
exhibited  instead.  To  combat  this  situation,  we 
conduct  a three-day  Family  Workshop  each  month 
at  Ridgeview  Institute,  which  includes  spouses  or 
significant  others,  adult  children,  as  well  as  adoles- 
cents and  young  children.  This  workshop  is  de- 
signed to  help  the  whole  family  increase  its  knowl- 
edge, sharpen  its  perception,  and  enhance  its 
acceptance  of  chemical  dependence  as  a family 
disorder.  In  addition  to  the  workshop,  family  thera- 
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py  and  a spouse  group  are  available  on  an  ongoing 
basis.  More  intensive  family  therapy  is  now  being 
implemented. 

8 Mirror-image  therapy  has  been  especially 
effective  for  impaired  physicians.  This  proc- 
ess, which  usually  lasts  two  months,  requires  im- 
paired physicians  independent  of  their  own  special- 
ty to  work  (under  supervision)  as  alcohol  and  drug 
counselor  trainees  and  to  see  themselves  reflected 
in  their  own  patients.  This  is  a powerful  therapeutic 
technique,  acting  as  an  extended  confrontation  of 
what  happens  when  the  disease  progresses  and 
denial  remains  firmly  entrenched.  As  they  counsel, 
confront,  and  argue  with  the  patient,  they  see 
themselves. 

9 Use  of  medical  students.  Medical  students 
have  been  used  in  the  Impaired  Physicians 
Program  in  three  ways.  1)  Students  are  attendant 
and  rotate  through  the  treatment  facilities.  2)  The 
freshman,  sophomore,  and  junior  classes  have  par- 
ticipated in  a two-hour  seminar  entitled  “It 
Couldn’t  Happen  to  Me,”  conducted  by  impaired 
physicians  in  groups  of  five  during  the  latter  phases 
of  their  treatment.  3)  Sections  of  the  junior  class 
have  shared  in  an  evening  of  informal  dialogue  with 
impaired  physicians  around  the  signs  and  symptoms 
of  the  disease  and  around  the  events,  situations, 
and  associated  feelings  that  led  them  to  abuse 
mood-altering  drugs.  Students  and  recovering  phy- 
sicians usually  include  spouses  and  significant  oth- 
ers in  the  dialogue.  Through  the  years,  issues 
derived  from  these  dialogues  have  evolved  into  a 
list  entitled  ‘Things  I Wish  They  Had  Taught  Me  in 
Medical  School.” 18 

"I  A four-week  outpatient  program  has 
JL  V/  been  especially  designed  for  the  impaired 
health  professionals  living  in  recovery  houses. 
Highly  confrontive  and  peer-group  oriented,  the 
outpatient  program  stresses  personal  acceptance  of 
the  disease  precept  of  chemical  dependence  and  the 
importance  of  personal  commitment  to  and  involve- 
ment in  AA/NA. 

nCaduceus  Outpatient  Recovery  Resi- 
dences (CORR)  designed  for  health  pro- 
fessionals. In  these  peer  group  apartments  or 
houses  five  health  professionals  and  one  layman  of 
the  same  sex  live  together  for  three  months.  In  the 
ambience  of  an  extended  family,  supportive  rela- 
tionships and  activities  develop  and  nurture  the 
trust,  communication,  and  personal  accountability 
essential  to  recovery.  Roles  necessary  for  daily 


maintenance  of  the  house  are  fulfilled  by  group 
members  and  include  planning,  shopping,  cooking, 
and  cleaning.  Strict  rules  for  group  living  and  for 
one’s  personal  conduct  are  followed.  These  are 
spelled  out  in  house  contracts  and  involve  group 
attendance,  drug  abstinence,  appropriate  sexual 
and  moral  conduct,  and  required  active  daily  partic- 
ipation in  AA  and  NA.  Conflicts  and  problems 
which  naturally  arise  are  acknowledged,  discussed, 
and  resolved  in  regular  house  group  meetings.  In 
addition,  leisure  time  activities,  exercise,  and  hob- 
bies are  pursued  together. 

■“I  The  Caduceus  Club.  Recognizing  the 

JL  w unique  needs  and  problems  of  impaired 
physicians,  the  Caduceus  Club  was  formed  in  1974, 
primarily  to  combat  the  difficulty  of  getting  the 
impaired  physician  to  become  committed  to  AA/ 
NA.  The  Caduceus  Club  was  conceived  as  a bridge 
into  the  self-help  groups  while  additionally  serving  a 
valuable  function  in  both  the  identification  and 
intervention  processes.  Physicians  initially  said 
they  would  not  attend  an  AA  meeting  for  the 
general  public  but  they  would  go  to  a quasi-scien- 
tific  Caduceus  Club  meeting.  Within  this  setting 
they  were  often  confronted  in  a manner  foreign  to 
the  traditions  of  AA.  The  Caduceus  Club  has 
evolved  into  another  powerful  aftercare  and  profes- 
sional socializing  organization.  To  the  newly  recov- 
ering impaired  physician  it  acts  as  a bridge  into 
regular  AA;  to  physicians  who  have  not  accepted 
their  disease,  it  is  a vehicle  for  breaking  through 
their  denial.  There  are  currently  25  Caduceus  Clubs 
throughout  the  North  American  continent,  all  with 
slightly  varying  formats. 


nA  formal  plan  for  spiritual  development. 

AA  and  NA  have  been  accurately  charac- 
terized as  programs  of  recovery  based  on  spiritual 
principles  (through  implementing  the  second,  third, 
fifth,  seventh,  and  eleventh  steps).  However,  in  the 
Georgia  program  it  was  found  that  an  additional 
formal,  structured  spiritual  experience  was  neces- 
sary for  many  physicians  to  resolve  the  critical 
spiritual  issues  of  surrender,  giving  up  control,  and 
believing  in  some  sort  of  higher  power  before  they 
could  accept  AA/NA  programs  for  what  they  truly 
are.  Under  the  direction  of  a strong  spiritual  leader, 
special  prayers,  meditations,  and  services  for  ad- 
dicts were  designed  without  regard  to  any  specific 
religious  orientation  but  with  a focus  on  personal 
honesty  and  spiritual  development.  These  activities 
were  found  to  help  patients  make  the  necessary 
transition  to  AA/NA.  Physicians  are  not  forced  to 
accept  a higher  power  called  “God,”  but  they  soon 
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become  aware  that  few  stay  sober  without  such  a 
power  outside  themselves,  and  most  welcome  the 
help. 

H Georgia’s  Impaired  Physicians  Program 
has  added  the  Data  and  Statistics  Divi- 
sion, which  was  formed  to  assure  quality  control.  It 
monitors  the  ongoing  program  as  well  as  charts  new 
directions  for  consideration.  As  the  numbers  of 
individuals  involved  in  the  program  increase,  it  is 
tempting  to  limit  evaluation  to  anecdotal  reports  of 
clinical  impressions  and  observations.  However, 
the  Data  and  Statistics  Division  is  quantitatively 
analyzing  patient  and  program  information  so  that 
more  accurate  characterization  can  be  obtained. 
One  of  their  ongoing  difficult  tasks  is  to  provide  for 
longterm  followup  of  impaired  physicians  after  their 
two-year  aftercare  contract  has  expired.  Such  infor- 
mation will  be  increasingly  valuable  as  the  program 
continues  to  grow.  We  expect  this  department  to 
provide  checks  and  balances  on  current  programs 
as  well  as  feasibility  assessment  of  future  needs. 

Conclusions 

We  believe  that  impaired  physicians  can  be  dif- 
ferentiated from  other  individuals  with  chemical 
dependence  in  ways  that  are  important  to  treat- 
ment. Society  expects  physicians  to  be  knowledga- 
ble  of  all  diseases  and  appropriate  medications,  but 
most  physicians  have  not  been  taught  about  chemi- 
cal dependence  and  therefore  do  not  understand  the 
disease  precept  or  that  the  disease  of  alcoholism 
and  other  drug  addictions  is  distinguished  from 
primary  psychiatric  illness  and  that  recovery  usual- 
ly precludes  the  use  of  other  mood-altering  drugs. 

Impaired  physicians  have  easy  access  to  mood- 
altering  drugs  and  tend  to  diagnose  and  treat  them- 
selves for  pain,  stress,  depression,  and  other  condi- 
tions. This  practice  is  especially  dangerous  since 
physicians  exhibit  massive  denial  of  their  own  dis- 
ease and  massive  acceptance  of  the  MD’eity  syn- 
drome (that  they  are  all-knowing,  all-powerful,  and 
invulnerable).  Consequently,  physicians  suffer  in 
extreme  isolation,  facilitated  by  the  conspiracy  of 
silence  by  their  peers,  friends,  family,  and  patients. 
They  isolate  and  progressively  “depeopleize”  their 
world  so  that  they  are  left  with  a sparse  life  support 
network  and  an  extremely  limited  repertoire  of 
nonchemical  coping  skills  for  dealing  with  issues  of 
living. 

In  their  medical  training  physicians  have  focused 
on  performing  under  pressure,  tolerating  pain,  ig- 
noring normal  physical  and  emotional  needs,  and 
usually  have  expected  gratification,  when  it  did 


come,  to  be  so  great  that  it  would  make  up  for 
sacrifices  during  training.  They  have  often  been 
disappointed.  In  their  medical  practice,  they  have 
traditionally  focused  on  relieving  pain  and  other 
symptoms  of  illness  by  means  of  medication  and/or 
surgery.  Most  physicians  have  much  to  learn  about 
maintaining  “wellness”  and  acquiring  habits  of 
healthy  living  for  themselves  and  for  their  patients. 

Impaired  physicians,  as  their  disease  progresses, 
tend  to  develop  medical  problems  along  with  per- 
sonal and  interpersonal  problems.  They  tend  to 
remain  with  their  increasingly  unhealthy  families 
and,  if  love  is  still  present,  family  members  tend  to 
suffer  the  pain  and  symptoms  of  a parallel  condition 
known  as  codependency.  As  chemical  dependence 
progressively  affects  all  of  them,  members  of  the 
family  get  sicker  together. 

It  is  the  purpose  of  the  Impaired  Physicians 
Program  to  stop  the  downward  progression  of  the 
disease  of  chemical  dependence  for  the  whole  fam- 
ily and  to  fill  the  void  created  by  the  removal  of 
chemicals  with  a program  of  personal  and  family 
recovery,  interpersonal  support,  and  fellowship. 
The  spiritual  nature  of  the  program  renews  in 
recovering  physicians  a sense  of  vocation  or  calling 
to  the  profession  of  healing  and  results  in  a zest  for 
life  often  unknown  before.  For  those  of  us  in  the 
field  of  addiction,  working  with  impaired  physicians 
and  their  families  is  a particularly  rewarding  experi- 
ence. 

The  14  critical  features  of  the  Georgia  Program 
have  been  presented  not  with  the  thought  that  other 
medical  societies  in  this  country  or  in  the  provinces 
of  Canada  can  or  should  duplicate  them,  as  it  is 
appreciated  that  every  program  must  evolve  its  own 
components  based  upon  the  legal  and  cultural  as- 
pects of  that  medical  region,  but  rather  to  describe 
elements  which  we  have  derived  from  our  experi- 
ence with  over  700  physicians  who  have  completed 
our  treatment  program  and  who  report  improved 
personal  and  professional  lives  since  treatment,  in 
the  hope  that  some  of  these  features  may  be  found 
to  address  common  problems  and  may  be  success- 
fully applied  to  all  programs  for  impaired  physi- 
cians. 
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Help  for  a troubled  friend 
is  only  a phone  call  away. 

If  you  suspect  a colleague  is  experiencing  problems  with  alcohol  or 
drug  abuse,  don’t  contribute  to  the  “conspiracy  of  silence,”  call  The 
Medical  Society  of  Virginia’s  Physicians’  Health  and  Effectiveness  Com- 
mittee. A non-punitive  approach  through  rehabilitation  is  an  alternative. 
Your  report  is  kept  confidential.  Ask  for  Lorraine  McGehee  at  MSV 
headquarters,  (804)  353-2721. 
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ARSTRACI'S 

These  are  abstracts  of  papers  to  be  presented  at  the  1986  regional  meeting  of  the  Virginia  Chapter, 
American  College  of  Physicians,  in  conjunction  with  the  Virginia  Society  of  Internal  Medicine.  Dr.  Rob- 
ert M.  Centor  is  program  chairman. 


Comparison  of  Esophageal  pH  Monitoring  and 
Radionuclide  Studies  in  the  Assessment  of  Gastro- 
esophageal Reflux.  Carlos  M.  Selema,  MD,  Char- 
lottesville. 

Radionuclide  techniques  have  been  proposed  as  a 
noninvasive  and  accurate  means  of  determining 
whether  gastroesophageal  reflux  (GER)  is  occur- 
ring. Whether  the  radionuclide  method  is  as  accu- 
rate as  esophageal  pH  monitoring,  the  current 
“gold  standard,”  has  not  been  adequately  ad- 
dressed. The  purpose  of  the  present  study  was  to 
compare  the  radionuclide  method  to  esophageal  pH 
monitoring  in  detecting  the  presence  of  postprandial 
reflux  in  patients  with  symptoms  of  GER.  Esopha- 
geal pH  was  monitored  for  up  to  2 hours  after 
ingestion  of  an  isotope-labeled  (99M  technetium- 
sulfur-colloid)  test  meal  (an  egg  salad  sandwich) 
with  the  probe  positioned  5 cm.  above  the  lower 
esophageal  sphincter  and  the  patient  supine.  A 
GER  event  was  defined  when  the  esophageal  pH 
was  <4.0  for  > 10  seconds.  Simultaneously  the 
presence  of  isotope  in  the  esophagus  was  continu- 
ously monitored  by  an  anteriorly  positioned  gamma 
camera.  To  date  8 studies  have  been  performed.  In 
2 patients  no  reflux  was  present  by  either  method 
on  the  particular  study  day.  In  the  remaining  studies 
marked  postprandial  reflux  occurred  by  pH  criteria 
(esophagel  pH  <4.0  for  > 10%  of  the  time  per  hour) 
but  no  radionuclide  evidence  of  GER  was  visible. 
We  conclude  from  the  preliminary  results  of  this  on- 
going study  that  postprandial  esophageal  pH  moni- 
toring appears  to  be  more  accurate  than  the  radio- 
nuclide method  for  diagnosing  the  occurrence  of 
GER. 

Treatment  of  Peritonitis  with  Two  Intraperitoneal 
(IP)  Doses  of  Vancomycin  in  Continuous  Ambulatory 
Peritoneal  Dialysis  (CAPD)  Patients.  B.  Bastani, 
MD,  F.  B.  Westervelt,  MD,  and  K.  E.  Freer,  MD, 
Charlottesville. 

Seven  CAPD  patients  (pts.)  with  peritonitis  (ab- 
dominal pain,  cloudy  dialysate  and  dialysate  efflu- 
ent WBC  > 100/mm3)  received  IP  vancomycin  (30 
mg/kg  body  weight),  drained  after  6 hrs  after  which 
they  continued  with  routine  CAPD  exchanges.  Con- 


centration (^tg/ml)  of  vancomycin  in  serum  (S),  and 
peritoneal  dialysate  (PD)  after  overnight  dwell  and 
1,  2,  3 hrs  after  a new  exchange  was  measured  at  48 
hrs  (4  pts.)  and  7 days  (5  pts.)  of  treatment  (Table). 

Initial  dialysate  cultures  grew  gram-positive  or- 
ganisms in  4 pts.  ( S aureus , staph,  coag.  neg.,  S 
salivarius,  and  a-hemolytic  strep.),  no  organism  in 
1 (“sterile”  peritonitis),  Klebsiella  in  1 and  Candida 
in  1 . Those  with  gram-positive  or  sterile  peritonitis 
(5  pts)  received  another  similar  IP  dose  of  vancomy- 
cin 1 week  later.  All  responded  to  this  treatment 
with  no  relapse  in  2 months. 


48  hrs 

7 days 

Mean 

Range 

Mean 

Range 

s 

25.8 

17.0-37.2 

14.4 

10.2-19.3 

PD 

18.5 

7.1-32.3 

7.6 

4.2-13.3 

1 hr 

7.7 

3.3-15.4 

1.8 

<1.0-3. 6 

2 hr 

10.1 

3.8-19.3 

2.8 

1.7-5. 8 

3 hr 

11.9 

4.5-22.1 

3.8 

2. 4-7. 6 

We  conclude  that  2 IP  doses  of  vancomycin  (30 
mg/kg)  given  a week  apart  is  an  effective  and  simple 
way  of  treating  patients  with  gram-positive  or  “ster- 
ile” peritonitis. 

Acute  Tumor  Lysis  Syndrome  Following  Platelet 
Transfusion.  T.  Smith,  MD,  Richmond. 

A 37-year-old  man  with  mediastinal  lymphoblas- 
tic lymphoma  was  successfully  treated  to  complete 
remission  with  adriamycin,  vincristine,  prednisone, 
methotrexate,  and  L-asparaginase.  After  18 
months,  he  relapsed  in  a leukemic  phase  with  a 
white  blood  cell  (WBC)  count  of  35,200/mm3,  23% 
circulating  lymphoblasts,  and  hematuria  due  to 
thrombocytopenia.  While  receiving  10  units  of  ran- 
dom donor  platelets,  he  had  severe  anaphylaxis 
manifest  as  tachycardia,  hypertension  (160/110  mm 
Hg),  urticaria,  and  wheezing.  He  received  epineph- 
rine, diphenhydramine,  and  intravenous  methyl- 
prednisolone  125  mg.  He  has  rapid  tumor  lysis  with 
a decrease  in  WBC’s  to  3,000/mm3  in  24  hours, 
hyperuricemia  to  24.9  mg/dl  (normal  4. 0-8. 4),  hy- 
perphosphatemia to  9.9  mg/dl  (normal  2. 5-4. 6),  hy- 
pocalcemia to  7.9  mg/dl  (normal  9.2-10.7),  and  a rise 
in  creatinine  to  2.2  mg/dl  (normal  0.7- 1.4).  He  was 
treated  with  allopurinol  and  high-volume  alkaline 
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diuresis,  and  recovered  normal  renal  function  in  72 
hours.  There  was  no  evidence  of  hemolysis.  Tumor 
lysis  syndrome  has  been  reported  with  cytotoxic 
drugs  including  cyclophosphamide,  adriamycin, 
methotrexate,  etoposide,  and  amsacrine,  but  never 
with  high-dose  steroids.  Physicians  prescribing 
transfusions  or  treating  anaphylaxis  in  cancer  pa- 
tients with  rapidly  growing  tumors  should  be  aware 
of  this  life-threatening  potential  complication. 

Tuberculosis  Fasciitis  Complicating  Dermatomyosi- 
tis.  M.  J.  Littles,  MD,  H.  L.  Estep,  MD,  G. 
Bluemink,  MD,  R.  Lidman,  MD,  and  W.  Edmund- 
son,  Norfolk. 

Dermatomyositis  is  an  inflammatory  condition  of 
unknown  etiology,  whereas  tuberculosis  is  caused 
by  a species  of  Mycobacteria.  Although  TB  may 
theoretically  occur  at  any  site,  certain  areas  are 
seldom  involved,  the  fascia  being  one  of  these  site. 
A 61  year  old  woman  had  skin  rash,  muscle  weak- 
ness, fever  and  elevated  CPK  (4800  U/L).  Dermato- 
myositis was  confirmed  by  biopsy  (light  and  elec- 
tronmicroscopy).  She  responded  to  corticosteroids 
with  a fall  in  temperature,  increase  in  muscle 
strength  and  normalization  of  serum  CPK.  Three 
months  later  she  developed  fever  without  muscle 
weakness.  A repeat  muscle  biopsy  was  performed 
to  assess  need  for  continuing  corticosteroids.  A 
right  inguinal  node  which  appeared  a week  earlier 
was  also  biopsied.  The  lymph  node  contained  case- 
ation necross  and  was  AFB  positive.  The  muscle 
biopsy  revealed  minimally  active  polymyositis  and 
thickened  fascial  plances  with  acute  inflammatory 
response  and  was  also  AFB  positive.  Steroids  were 
tapered  over  the  next  two  months.  Triple  therapy 
was  begun  and  cultures  confirmed  M.  tuberculosum 
very  sensitive  to  all  anti-TB  drugs.  Fever  fell  within 
3 days.  Muscle  strength  and  CPK  remained  normal 
during  the  treatment  of  AFB  despite  stopping  ste- 
roids. Fever,  muscle  weakness  and  elevated  CPK 
which  recurred  two  months  later  while  maintaining 
anti-TB  drugs  required  reinstitution  of  steroids. 
This  is  the  first  reported  case  of  primary  tuberculo- 
sis fasciitis  in  the  English  literature.  The  simulta- 
neous occurrence  of  dermatomyositis  raises  the 
possibility  that  pre-existing  TB  infection  was  re- 
sponsible for  its  appearance  in  this  case. 

Anaphylaxis  and  Severe  Angioedema  associated  with 
Immediate  Hypersensitivity  to  Trichophyton  Infec- 
tions. Susan  M.  Pollart,  MD,  Guy  P.  Fiocco,  MD, 
Susan  R.  Wilkins,  BSc,  John  L.  Guerrant,  MD,  and 
Thomas  A.  E.  Platts-Mills,  MD,  Charlottesville. 

Over  the  last  3 years  we  have  seen  4 patients  with 


unexplained  episodes  of  recurrent  anaphylaxis  or 
severe  angioedema  in  whom  dermatophyte  infec- 
tion appeared  to  be  causally  related  to  their  symp- 
toms. All  of  these  patients  had  required  emergency 
treatment,  two  for  anaphylaxis  and  two  for  angio- 
edema. In  addition  to  clinical  signs  of  dermatophyte 
infection  these  patients  had  positive  immediate  skin 
tests  and  positive  RAST  assays  for  IgE  antibodies 
to  Trichophyton  extracts  as  measured  by  the  ra- 
dioallergerosorbent  tests  (RAST).  In  each  case  the 
episodes  stopped  when  the  fungal  infection  was 
treated  either  with  griseofulvin  or  with  local  clotri- 
mazole. One  patient  who  had  had  five  emergency 
room  visits  with  generalized  urticaria  and  severe 
facial  angioedema  has  remained  asymptomatic  for 
two  years  after  receiving  six  months  treatment  with 
griseofulvin.  We  believe  this  is  the  first  report  of 
anaphylaxis  and/or  angioedema  successfully  treated 
with  antifungal  agents. 

Idiopathic  Edema  Secondary  To  Natriuretic  Har- 
mone  Deficiency.  W.  Old,  MD,  and  H.  Estep,  MD, 
Norfolk. 

Volume  expansion  with  saline  in  normal  individ- 
uals results  in  proximal  tubular  rejection  of  sodium. 
Additional  saline  thereafter  is  quantitatively  excret- 
ed. This  effect  is  mediated  by  a natriuretic  principal 
or  hormone  sometime  called  “third  factor”.  A 45- 
year-old  female  who  was  otherwise  healthy  had 
marked  progressive  idiopathic  edema.  Edema  was 
initially  controlled  by  low  salt  diet  and  furosemide 
(F)  but  F requirements  gradually  increased  to  400 
mg/day.  Potassium  supplements  were  required  at 
first  but  the  need  for  extra  K disappeared  later 
despite  the  large  F dosages.  On  unrestricted  salt 
diet  for  two  weeks  she  gained  30  lbs  and  had 
obvious  anasarca.  Chest  x-ray  was  clear  and  clini- 
cally she  had  a high  output  state.  Echocardiogram 
was  normal  except  for  a 4 cm  left  atrium  size. 
Creatinine  clearance  was  55  ml/min  with  serum 
creatinine  1.1  mg/dl.  BUN  was  7 mg/dl.  Supine  and 
upright  plasma  aldosterone  (<2.5  ng/dl)  and  renin 
(<.l  ng/ml/hr)  were  low.  In  a volume  expanded 
state,  24-hour  excretion  of  Na  was  only  40  mEq 
after  an  infusion  of  1 L normal  saline.  20  mg  of 
metolazone,  which  acts  primarily  on  proximal  tubu- 
lar sodium  reabsorption,  resulted  in  loss  of  all 
edema  (30  lbs),  a fall  in  K to  2.3  mEq/L  and  a rise  in 
BUN  to  48  mg/dl.  Subsequent  control  has  required 
only  infrequent  metolazone  and  salt  restriction.  We 
believe  this  patient  fulfills  the  criteria  for  a primary 
proximal  tubular  defect  resulting  from  a deficiency 
of  “natriuretic  hormone”  or  “third  factor”. 

( continued  over) 


VOLUME  113 


VIRGINIA  MEDICAL/FEBRUARY  1986 


101 


The  Natural  History  of  Asymptomatic  Versus  Symp- 
tomatic Aoretic  Stenosis.  T.  A.  Kelly,  MD,  R.  M. 
Rothbart,  MD,  M.  L.  Smucker,  MD,  and  R.  S. 
Gibson,  MD,  Charlottesville. 

With  the  advent  of  continuous-wave  Doppler 
(CWD),  more  pts  with  asymptomatic  (ASx)  aortic 
stenosis  (AS)  are  now  being  identified.  Since  natu- 
ral history  data  are  scant  and  retrospective,  we 
prospectively  followed  90  consecutive  AS  pts  (age 
67  ± 17)  with  CWD  >50  mmHg  (range  50-134)  for  1- 
39  mos.  In  72  additional  symptomatic  (Sx)  AS  pts 
(age  65  ± 8)  linear  regression  analysis  verified  the 
accuracy  of  CWD  vs  cath  (r  = .92,  p.  < .0001).  All 
90  pts  were  followed  until  death  or  valve  replace- 
ment (AVR)  and  serial  CWD  was  performed.  At 
entry,  51  were  ASx  and  39  were  Sx.  The  groups 
were  similar  with  regard  to:  CWD  gradient  (68  ± 19 
vs  68  ± 17);  murmur  grade  (3  .’2  vs  3.1);  [ A2  or 
carotid  upstroke  (61  vs  66%);  LVH  (86  vs  92%);  and 
subsequent  AVR  (10  vs  15%).  Sx  pts  were  older  (63 
vs  72  yrs,  p = .01),  had  lower  LVEF  (63  vs  53,  p < 
.001),  had  more  ECG  strain  (48  vs  76%,  p = .01)  and 
f LA  size  (63  vs  84%,  p = .02).  When  all  entry  2D 
echos  were  computer  analyzed,  Sx  pts  had  greater 
end-diastolic  (ED)  wall  thickness  (28  vs  24  mm,  p < 
.001),  ED  myocardial  area  (60  vs  49  cm2,  p = .001) 
and  derived  LV  mass  (522  vs  404  g,  p = .002).  At  15 
± 8 mos  followup,  16  ASx  pts  (31%)  became  Sx  and 
18  Sx  pts  (46%)  progressed.  Follow-up  CWD  dem- 
onstrated higher  gradients  in  the  initially  ASx  pts 
who  became  Sx  vs  those  who  remained  ASx 
(ACWD:  23  ± 5 vs  2 ± 3 mmHg,  p = .001).  Only  1 
ASx  pt  (2%)  suffered  cardiac  death;  this  was  non- 
sudden, after  CHF  onset.  There  were  14  cardiac 
deaths  in  the  Sx  group  (36%,  p < .001);  5 were 
sudden  (p  = .01).  Thus,  in  contrast  to  Sx  pts,  ASx 
pts  with  significant  AS  by  CWD  and  clinical  crite- 
ria: 1)  have  a good  prognosis  at  15  mos  and  are  at 
minimal  risk  for  cardiac  death;  2)  serial  CWD  may 
help  identify  ASx  pts  who  are  prone  to  symptoms; 
3)  ASx  pts  are  less  likely  to  exhibit  ECG  strain  and 
have  lower  LV  mass  which  may  be  related  to  their 
more  favorable  outcome;  and  4)  AVR  can  be  de- 
ferred until  symptoms  develop. 

The  Incidence  of  Pulmonary  Embolization  in  Patients 
with  Right  Heart  Thrombi.  Ferdinand  Richards,  III, 
MD,  and  Simon  Chakko,  MD,  Roanoke-Salem. 

Pulmonary  embolization  (PE)  is  rarely  the  result 
of  right  heart  thrombus  (RHT)  and  the  clinical 
significance  of  RHT  is  not  well  established. 

Eighteen  male  patients,  age  ranging  from  45-84 
years,  with  ante-mortem  RHT  were  identified  from 
290  autopsies  performed  over  a 6-year  period  at  the 


VA  Medical  Center,  Salem.  Fourteen  (78%)  had 
associated  PE.  Two  patients  had  extra-cardiac  sites 
of  venous  thrombosis  identified.  In  addition,  a 
cause  for  right  ventricular  dysfunction  (RVD)  was 
documented  in  12  of  18  patients  (67%) : 4 severe 
chronic  pulmonary  disease,  2 pulmonary  fibrosis,  1 
pulmonary  hypertension,  5 biventricular  failure. 
Nine  patients  had  both  PE  and  an  established  cause 
for  RVD. 

It  appears  that  there  is  a high  risk  of  PE  in 
patients  with  RHT.  There  also  appears  to  be  a 
significant  correlation  in  this  group  between  RVD 
and  RHT.  Clinicians  should  have  a high  index  of 
suspicion  for  RHT  in  patients  with  RVD  and  that 
RHT  should  be  treated  to  reduce  the  risk  of  PE. 

Splenic  Hematoma  Mimicking  Pulmonary  Embolus. 

M.  E.  Mason,  MD,  and  M.  S.  Wheby,  MD,  Char- 
lottesville. 

We  recently  cared  for  two  patients  who  manifest- 
ed sudden  onset  of  left-sided  pleuritic  chest  pain, 
diaphoresis  and  hypoxia.  Pulmonary  embolism  was 
strongly  suspected  and  both  patients  received  hepa- 
rin infusions  before  pulmonary  embolism  was  ruled 
out  by  angiography.  Abdominal  CAT  scan  revealed 
a large  subcapsular  splenic  hematoma  in  each  pa- 
tient. 

Patient  #1  is  a 47-year-old  male  with  known  mild 
hereditary  spherocytosis.  Ten  days  after  the  acute 
event  he  had  a splenectomy  which  confirmed  the 
finding  of  a large  hematoma.  Patient  #2  is  also  a 47- 
year-old  male  and,  although  it  was  not  recognized 
prior  to  the  acute  event,  he  appears  to  have  an 
hemolytic  anemia  of  yet  to  be  determined  etiology. 

Acute  formation  of  a splenic  hematoma,  possibly 
related  to  splenic  infarction  and  rupture,  can  mimic 
the  clinical  presentation  of  pulmonary  embolus. 
This  diagnosis  should  be  considered  in  the  differen- 
tial diagnosis  of  left  sided  pleurisy  and  early  confir- 
mation sought  with  CAT  scanning  because  of  the 
danger  of  heparin  use  in  these  patients.  This  ap- 
proach is  particularly  applicable  to  patients  known 
to  have  underlying  causes  of  splenomegaly,  but  as 
shown  by  patient  #2,  must  be  considered  even 
when  splenomegaly  is  not  known  to  be  present. 

Acute  Non-Q  Wave  Infarction  Associated  with  Early 
ST  Segment  Elevation:  Evidence  of  Spontaneous 
Reperfusion  and  Implications  for  Thrombolytic  Tri- 
als. B.  L.  Huey,  MD,  G.  A.  Beller,  MD,  M.  Georg- 
hiade,  MD,  T.  W.  Nygaard,  MD,  D.  D.  Watson, 
MD,  and  R.  S.  Gibson,  MD,  Charlottesville. 

Of  241  consecutive  patients  (pts)  with  MB-CK 
confirmed  acute  uncomplicated  MI,  162  (67%)  had 
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> 1 mm  ST  segment  f on  the  admission  ECG. 
None  received  thrombolytic  therapy  or  acute  angio- 
plasty. Predischarge  angiography,  radionuclide 
ventriculography  and  exercise  T 1-201  scintigraphy 
were  performed  10  ± 3d  post-MI.  Based  on  serial 
ECGs  (days  1,  2,  3 and  10),  all  162  infarcts  were 
classified  as  Q ([QMI],  n = 120  [74%])  or  non-Q 
wave  ([NQMI],  n = 42  [26%]).  These  2 groups  were 
similar  with  respect  to  the  extent  and  distribution  of 
angiographic  CAD  and  time  from  onset  of  symp- 
toms to  admission  (4.5  vs  4.9  hrs,  p = NS).  Al- 
though QMI  pts  exhibited  greater  ST  f , the  amount 
observed  in  the  NQMI  group  was  appreciable:  ST  f 
per  lead  (2.3  vs  1 .7  mm,  p < .01),  # leads  with  ST  f 

> 1 mm  (3.7  vs  2.8,  p < .01),  and  2ST  f (9.3  vs  5.4 
mm,  p < .01).  When  compared  to  QMI,  the  NQMI, 
pts  had  shorter  time  to  peak  CK  (21.8  vs  14.9  hrs,  p 
< .01)  and  a higher  infarct  vessel  patency  rate  (24% 
vs  57%,  p < .01)  as  well  as  lower  peak  CK  values 
based  on  4 hr  sampling  (1331  vs  662,  p < .01), 
higher  LVEF  (45  vs  52%,  p < .01)  despite  a greater 
prevalence  of  prior  MI  (9  vs  29%,  p < .01),  fewer 
LV  segments  with  akinesis  (2.2  vs  1.1,  p < .01)  and 
fewer  persistent  T 1 -20 1 defects  (2.1  vs  1.3,  p < .01). 
Thus,  the  pathogenesis  of  NQMI  in  some  pts  may 
involve  spontaneous  reperfusion  characterized  by 
early  peaking  CK  and  a high  prevalence  of  patent 
infarct  vessels  which  results  in  better  LV  function 
and  regional  perfusion.  These  results  may  have 
implications  in  the  design  of  thrombolytic  trials 
since  26%  of  pts  with  early  ST  f evolved  NQMI 
with  a late  infarct  vessel  patency  rate  approaching 
that  seen  in  pts  treated  with  thrombolytic  agents. 

Survival  of  Intensive  Care  Unit  Patients  Requiring 
Ventilatory  Support  in  a VA  Hospital.  Edward 
Thomas,  MD,  and  George  Bell,  MD,  Roanoke- 
Salem. 

During  1983,  74  patients  admitted  to  the  intensive 
care  unit  at  our  institution  required  mechanical 
ventilatory  support.  Of  these  patients,  43  (58%) 
died  shortly  after  admission.  Of  the  remaining 
group  (31),  24  (89%)  survived  for  three  months,  22 
(81%)  for  6 months  and  20  (74%)  for  1 year.  Over 
half  of  those  surviving  for  one  year  were  able  to 
return  to  their  homes.  Review  of  these  patients’ 
charts  revealed  the  factor  most  predictive  of  surviv- 
al to  be  the  number  of  organ  systems  with  compro- 
mised function.  Seven  patients  suffering  failure  of  a 
single  organ  system  all  survived.  Those  patients 
with  two,  three  and  four  organ  systems  compro- 
mised, demonstrated  survival  rates  of  60,  3 1 , and  29 
percent  respectively.  Of  12  patients  with  five  or 
more  organ  systems  compromised,  all  died.  Fur- 


thermore, of  eight  patients  requiring  more  than 
twenty  days  of  ventilatory  support,  only  one  sur- 
vived. 

Other  factors  such  as  age,  number  of  procedures 
and  nature  of  organ  systems  affected  were  not 
reliable  predictors  of  survival.  Of  those  patients 
with  respiratory  failure,  those  with  chronic  obstruc- 
tive pulmonary  disease  had  the  highest  survival  rate 
(70%)  faring  far  better  than  those  suffering  from  the 
sequelae  of  aspiration  or  pneumonia. 

Pulmonary  Complications  of  the  Acquired  Immuno- 
deficiency Syndrome.  L.  J.  Trow,  MD,  C.  N. 
Sessler,  MD,  and  S.  Meschter,  MD,  Richmond. 

Twenty  of  24  patients  with  the  acquired  immuno 
deficiency  syndrome  (AIDS)  evaluated  at  the  Medi- 
cal College  of  Virginia  and  McGuire  VA  Hospitals 
had  one  or  more  specific  pulmonary  disorders  diag- 
nosed. Mean  age  was  34  and  all  patients  were  male 
except  one.  AIDS  risk  factors  included  male  homo- 
sexual/bisexual: 14,  intravenous  drug  use:  6,  blood 
transfusion:  2,  and  unknown:  2.  The  T-lymphocyte 
helper  to  suppressor  ratio  was  reduced  in  21  of  22 
patients  tested. 

Most  patients  presented  with  dyspnea,  cough, 
fever,  and  weight  loss.  Chest  x-rays  typically  re- 
vealed diffuse  infiltrates.  In  our  institution,  fiberop- 
tic bronchoscopy  (FOB)  with  biopsy  and/or  bron- 
choalveolar  lavage  was  the  most  frequently  utilized 
invasive  procedure.  FOB  was  performed  in  11 
patients  and  was  diagnostic  in  8.  Repeat  FOB  was 
performed  in  the  remaining  3 and  was  diagnostic  in 
2.  The  final  patient  underwent  open  lung  biopsy 
(OLB)  which  revealed  Kaposi’s  sarcoma.  FOB  was 
complicated  by  pneumothorax  or  hypoxemia  in  3 of 
14  cases.  OLB  was  performed  in  4 additional  cases 
and  was  diagnostic  in  all. 

Specific  pulmonary  disorders  included  infections 
due  to:  Pneumocystis  carinii : 10  patients,  Mycobac- 
terium avium  (intracellular):  3,  M tuberculosis:  3, 
cytomegalovirus:  3,  cryptococcus:  1,  and  gram  neg- 
ative bacteria:  5.  One  patient  had  pulmonary  Kapo- 
si’s sarcoma.  Approximately  one-third  of  the  pa- 
tients had  2 or  more  pulmonary  infections.  Despite 
therapy  directed  at  these  and  other  infectious  and 
neoplastic  processes,  13  patients  expired. 

We  conclude:  1.  A wide  variety  of  pulmonary 
disorders  are  commonly  encountered  among  AIDS 
patients.  2.  Fiberoptic  bronchoscopy  is  a safe  and 
effective  diagnostic  procedure.  3.  The  mortality  of 
AIDS  patients  remains  high  despite  treatment  of 
these  various  pulmonary  disorders. 

Acute  Renal  Failure  in  a HTLVIII-Positive  Patient 
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and  a Literature  Review.  Thomas  Curry,  MD,  and 
William  Stacy,  MD,  Richmond. 

In  July  1985,  a 29-year-old  bisexual  black  male 
presented  with  fever,  malaise,  bilateral  pneumonia, 
14-lb.  weight  loss  and  acute  renal  failure.  His  pneu- 
monia responded  to  erythromycin  though  a caus- 
ative organism  was  not  found  despite  bronchoscopy 
and  biopsy.  His  renal  function  progressively  deteri- 
orated over  six  weeks  from  an  admission  creatinine 
of  2.5  mg/dl  to  near  end-stage  values.  In  the  course 
of  his  deterioration  the  patient  was  found  to  be 
HTLVIII  positive  with  OKT4/OKT8  equal  to  .13. 
Closed  renal  biopsy  was  entertained  but  was  not 
performed  since  a solitary  kidney  was  demonstrat- 
ed on  sonogram.  Subsequently,  an  open  biopsy  was 
strongly  considered  but  not  performed  because  of 
the  risk  of  AIDS  transmission.  At  this  time  mainte- 
nance hemodialysis  appears  imminent. 

There  are  only  three  studies  in  the  English  litera- 
ture dealing  with  AIDS  and  renal  failure.  It  can  be 
concluded  from  these  studies  that  perhaps  as  many 
as  fifty  percent  of  AIDS  patients  will  develop  renal 
abnormalities  sometime  during  the  course  of  their 
disease,  ranging  from  asymptomatic  proteinuria  to 
acute  renal  failure.  The  patients  have  a high  inci- 
dence of  sepsis,  hypotension  and  are  commonly 
exposed  to  nephrotoxic  agents,  all  of  which  would 
predispose  them  to  acute  renal  failure.  A number  of 
AIDS  patients  have  presented  with  the  nephrotic 
syndrome  and  rapid  irreversible  progression  to  end- 
stage  renal  disease.  When  biopsied,  the  predomi- 
nant lesion  has  been  focal  glomerular  sclerosis.  To 
date,  no  specific  risk  factors  have  been  identified 
which  might  correlate  with  the  development  of  this 
lesion.  Rao  et  al  report  a high  mortality  rate  in  this 
population  with  100%  dying  within  five  months  of 
the  initiation  of  maintenance  hemodialysis. 

This  presentation  will  discuss  the  etiology  of 
renal  failure  in  the  AIDS  patient  and  the  impact  that 
they  will  have  on  the  end-stage  renal  disease  health 
delivery  system. 


Strongyloidiasis 
and  Glucocorticoids: 
Case  Report 

Daniel  Kebede,  MD, 

Salem,  Virginia 


Case  Report 

A 73-year-old  white  male  Korean  War  veteran 
with  a long  history  of  chronic  obstructive  lung 
disease,  which  has  intermittently  required  treat- 
ment with  glucocorticoids  and  bronchodilators,  was 
seen  in  the  outpatient  clinic  on  3-17-82  for  exacerba- 
tion of  his  lung  disease  and  given  prednisone,  20  mg 
daily,  in  addition  to  his  bronchodilator.  His  leuko- 
cyte count  was  1 1 ,000/mm3  with  6%  eosinophils  at 
this  time. 

A week  later  he  was  admitted  to  the  hospital 
because  of  continued  worsening  of  his  lung  disease 
and  received  methyprednisolone  solution  (Solu-Me- 
drol®),  1 gm  initially.  His  leukocyte  count  was 
14,000/mm3  with  no  eosinophils.  Solu-Medrol  250 
mg  intravenously  four  times  daily  was  continued  for 
seven  days,  when  therapy  was  switched  to  predni- 
sone, 40  mg  daily.  He  was  discharged  two  weeks 
later  on  prednisone,  20  mg  daily. 

Four  months  later  he  returned  to  the  hospital  with 
an  apparent  relapse  of  his  lung  disease.  His  leuko- 
cyte count  was  14,000  with  23%  eosinophils.  He 
was  readmitted  and  treated  with  bronchodilators 
and  Solu-Medrol,  250  mg  IV  every  six  hours.  While 
in  the  hospital  for  four  weeks  his  leukocyte  count 
ranged  between  15-27,000/mm3  with  23%-69%  eo- 
sinophils. Due  to  the  consideration  of  drug-induced 
eosinophilia,  all  new  medications  were  discontin- 
ued and  the  patient  was  discharged  on  prednisone 
40  mg  daily. 

At  the  time  of  an  outpatient  clinic  visit  two  weeks 
later  he  was  dyspneic,  with  complaints  of  nausea, 
vomiting,  diarrhea  and  abdominal  pain  associated 

At  the  time  this  report  was  written.  Dr.  Kebede  was 
chief  resident  in  the  University  of  Virginia  affiliated 
internal  medicine  program  at  the  Roanoke-Salem  hospi- 
tals. He  is  now  a fellow  in  the  Division  of  Gastroenterol- 
ogy, University  of  Missouri-Columbia  School  of  Medi- 
cine, Columbia  MO  65212. 

Submitted  3-1-85. 
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with  a 5-pound  weight  loss.  The  chest  x-ray,  which 
on  previous  admissions  showed  interstitial  fibrotic 
changes  with  emphysematous  bullae,  was  remark- 
able for  patchy  effusions.  The  leukocyte  count  was 
27,000  with  6%  eosinophils.  Sputum  and  stool  ex- 
amination revealed  Strongyloides  stercoralis  lar- 
vae. Sputum  cultures  were  negative  for  bacteria. 
He  was  treated  with  thiabendazole  25  mg  per  Kg 
twice  daily  for  two  days.  Five  days  later  his  gastro- 
intestinal and  pulmonary  symptoms  were  im- 
proved. The  basilar  infiltrates  on  a repeat  chest 
x-ray  were  diminished  and  the  effusion  had  re- 
solved. The  leukocyte  count  was  7,000  with  no 
eosinophils.  The  patient  was  discharged  in  good 
condition. 

Discussion 

Fatal  systemic  strongyloidiasis  has  been  reported 
in  various  immunocompromised  hosts,  including 
patients  on  high  doses  of  steroids.1'5  Glucocorti- 
coids induce  polymorphonuclear  leukocytosis,  lym- 
phopenia, monocytopenia  and  eosinopenia,  usually 
the  last  pronounced  after  the  second  week  of  thera- 
py.6 In  patients  who  are  receiving  high  doses  of 
steroids  and  develop  systemic  strongyloidiasis,  the 
presence  of  eosinopenia  has  been  blamed  for  a 
decrease  in  the  host  defense  mechanism  against  the 
parasite.  Most  of  these  patients  also  had  lympho- 
penia and  monocytopenia.4,5  Several  case  reports 
have  confirmed  that  immunocompromised  hosts  do 
not  have  eosinophilia  associated  with  systemic 
strongyloidiasis,  and,  on  the  contrary,  eosinopenia 
may  develop,  which  may  indicate  poor  progno- 
sis.1,3'5 The  role  of  eosinophils  in  the  metazoan 
parasitic  infections  is  not  well  understood,  but  it  is 
believed  that  eosinophils  do  not  participate  actively 
in  defense  against  microorganisms.7  Aziz8  reported 
94%  incidence  of  eosinophilia  in  acute  strongyloi- 
diasis and  concluded  that  the  presence  of  eosino- 
philia is  not  related  to  the  severity  of  the  acute 
strongyloidiasis.  In  his  report  the  presence  or  ab- 
sence of  eosinophilia  did  not  alter  the  patient’s 
prognosis.  In  reviewing  the  literature  we  have  not 
found  a case  of  eosinophilia  in  disseminated  stron- 
gyloidiasis in  patients  on  glucocorticoids. 

In  summary,  our  case  report  highlights  these 
points: 

1)  In  patients  on  glucocorticoids,  a high  eosino- 
phil count  should  alert  to  the  presence  of  strongy- 
loid  infection. 

2)  The  presence  of  a high  eosinophil  count  does 
not  protect  the  disease  from  dissemination.  The 
presence  or  absence  of  eosinophils  is  not  a prognos- 
tic indicator. 


3)  Patients  with  eosinophilia  who  are  going  to  be 
on  longterm  glucocorticoid  therapy  should  probably 
have  a stool  screen  for  ova  and  parasite.  Specifical- 
ly, strongyloides  stercoralis  should  be  sought  in 
patients  from  endemic  areas  or  patients  who  have 
lived  in  endemic  areas  in  the  past,  such  as  veterans 
of  Far  East  service. 

4)  Strongyloid  pulmonary  infection  can  exacer- 
bate symptoms  of  chronic  obstructive  lung  disease. 
Since  these  patients  often  have  gastrointestinal 
symptoms,  stool  and  sputum  screen  for  Strongy- 
loides and  Ascaris  is  therefore  warranted. 

Why  patients  on  glucocorticoids  develop  system- 
ic strongyloidiasis  is  unclear.  We  believe  lympho- 
penia and  monocytopenia,  which  are  induced  by 
glucocorticoids,  may  contribute  to  dissemination  of 
the  disease  rather  than  eosinopenia  as  previously 
believed. 
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VIRGINIA  MEDICAL 


White  Knight 


Not  every  member  of  The  Medical  Society  of 
Virginia  is  gung  ho  for  unified  membership 
with  the  American  Medical  Association.  You  may 
be  one  of  tho«e  who  feels  that  the  American  Medi- 
cal Association  does  not  adequately  represent  the 
medical  profession.  If  so,  please  read  two  special 
articles  in  this  issue:  Dr.  Emmett  C.  Mathews’ 
account  of  the  enactment  of  a Massachusetts  law 
that  compels  each  physician  in  the  state  who  treats 
Medicare  patients  to  accept  assignment  or  lose  the 
license  to  practice  medicine;  and  the  article  by  Dr. 
John  Owen  recounting  the  Paracelsus  Corpora- 


tion’s scheme  to  pay  physicians  a percentage  of  the 
profits  it  receives  when  a patient  is  treated  for  less 
money  that  the  hospital  receives  from  Medicare 
under  the  DRG  reimbursement  system.  The  Ameri- 
can Medical  Association  has  filed  as  coplaintiff  with 
the  Massachusetts  Medical  Society  in  regard  to  the 
above-mentioned  Massachusetts  law  and  has  filed  a 
formal  complaint  with  the  inspector  general  of  the 
Department  of  Health  and  Human  Services  in  re- 
gard to  the  Paracelsus  action.  Who  else  will  be  so 
supportive? 

Edwin  L.  Kendig,  Jr.,  MD 


Regaining  Health  and  Practice 


There  is  an  effective  alternative  to  the  losses 
which  inevitably  occur  in  drug-addicted  or  al- 
coholic physicians.  These  impaired  physicians  ulti- 
mately sustain  a loss  of  practice,  privileges,  and 
licensure,  and  all  too  frequently  suffer  malpractice 
suits.  One  of  the  earliest  rehabilitation  programs  for 
impaired  professionals  was  initiated  by  the  Medical 
Association  of  Georgia;  utilizing  elements  outlined 
elsewhere  in  this  journal,  it  now  has  a very  high 
success  rate.  Approximately  90%  of  the  physicians 
treated  intensively  for  120  days  have  successfully 
returned  to  the  active  practice  of  medicine  and  have 
abstained  from  further  use  of  drugs  or  alcohol. 

In  1985  the  Physicians’  Health  and  Effectiveness 
Committee  of  The  Medical  Society  of  Virginia 
received  reports  of  35  physicians.  Twenty-four 


were  identified  as  chemically  dependent.  Of  the  14 
physicians  who  have  successfully  completed  a 
treatment  program,  13  are  currently  actively  prac- 
ticing and  have  not  relapsed.  One  physician  died  of 
causes  unrelated  to  chemical  dependency. 

The  public  interest  is  best  served  by  early  delin- 
eation and  treatment  of  physicians  who  are  becom- 
ing impaired.  In  a cooperative  effort  toward  that 
goal,  a joint  subcommittee  of  the  State  Board  of 
Medicine  and  the  Physicians’  Health  and  Effective- 
ness Committee  worked  out  an  agreement  whereby 
the  board  is  to  refer  certain  physicians  to  The 
Medical  Society  of  Virginia  for  appropriate  evalua- 
tion, treatment  and  followup.  The  Society  has 
agreed  to  make  known  to  the  Board  those  individ- 
uals who  fail  to  enter  or  maintain  recovery. 
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It  is  estimated  that  12%  of  the  physician  popula- 
tion either  suffers  from,  will  suffer  from,  or  has 
suffered  from  chemical  dependency.  In  other  states 
only  about  8%  of  those  physicians  chemically  de- 
pendent are  delineated  annually,  according  to  re- 
searchers. In  Virginia,  this  would  be  about  100 
physicians,  far  more  than  the  number  of  reports 
being  made  each  year  to  the  Society.  The  discrep- 
ancy may  be  due  to  a failure  to  understand  the 


losses  experienced  by  the  chemically  dependent 
physician  or  to  a lack  of  knowledge  concerning  the 
acceptable  alternative. 

David  G.  Fluharty,  Jr..  MD 

PO  Box  1774 
Newport  News  VA  23601 

Dr.  Fluharty  is  chairman  of  the  Physicians'  Health  and 
Effectiveness  Committee. 


A Decade  of  Devotion 


What  we  keep  we  lose.  Only  what  we  give  remains 
our  own. — St.  Catherine’s  Prayer 


After  ten  years  of  faithful  service,  two  of  them 
as  president.  Dr.  Edwin  L.  Kendig.  Jr.,  will  be 
retiring  from  the  Virginia  State  Board  of  Medicine 
at  the  end  of  June. 

The  licensing  and  regulation  of  the  individual 
physician  is  the  function  of  each  state  government, 
and  we  as  Virginians  have  been  blessed  with  a 
strong  and  wise  board.  Prior  to  the  advent  of 
national  boards,  to  be  licensed  in  Virginia  was  the 
equivalent  of  a national  license. 

During  Dr.  Kendig' s tenure  on  the  board,  new 
licensing  for  allied  health  professionals  has  been 
developed.  The  licensing  and  credentialing  of  grad- 
uates of  offshore  medical  schools  has  been  initiated. 
The  board  under  his  leadership  has  worked  closely 
with  The  Medical  Society  of  Virginia's  Physicians’ 
Health  and  Effectiveness  Committee  in  an  attempt 
to  rehabilitate  impaired  physicians,  without  forget- 


ting the  board’s  responsibility  to  the  citizens  of 
Virginia.  We  are  especially  indebted  to  Dr.  Ken- 
dig’s  services  during  the  past  year  as  he  and  the 
board  worked  closely  with  the  Society’s  Ad  Hoc 
Committee  to  Study  the  State  Board  of  Medicine  to 
effect  changes  in  the  structure  and  methodology  of 
the  board  and  address  its  changing  role. 

Dr.  Kendig  has  earned  the  gratitude  of  each  and 
every  member  of  the  Commonwealth  for  his  serv- 
ices. We  as  physicians  owe  him  even  more.  He  has 
given  of  himself  and  his  family  to  see  that  the 
standards  we  hold  so  dear  are  upheld.  He  has 
served  in  the  footsteps  of  those  who  came  before 
him  and  has  set  an  example  of  service  for  those  to 
come. 

C.  M.  Kinloch  Nelson,  MD 
5224  Monument  Avenue 
Richmond  VA  23226 


Hold  the  High  Ground 


Judging  from  the  media,  both  the  medical  and 
lay  press,  it  appears  that  the  only  thing  that 
matters  today  to  American  medicine  and  to  the 
public  is  the  business  of  delivering  health  care. 
When  medical  care  is  being  perceived  more  and 
more  as  a business,  it  will  lose  the  respect  and 
esteem  that  the  excellent  professionalism  and  per- 
sonal care  of  American  physicians  has  succeeded  in 
creating  in  the  last  100  years. 

The  blind  acceptance  of  the  proposition  that 
economies  should  dominate  the  health  care  delivery 
process  is  leading  to  the  perception  of  medicine  as  a 


craft,  no  different  from  automobile  repairing  or 
selling  used  cars.  We  in  organized  medicine  have 
not  sufficiently  articulated  our  concerns  with  this 
impending  destruction  of  medical  professionalism 
and  have  not  emphasized  enough  the  need  to  ex- 
plain to  the  public  at  large,  our  patients,  that  the 
inevitable  result  of  placing  business  above  profes- 
sion will  be  the  demise  of  individual,  concerned 
medical  attention  as  we  have  known  it  until  now. 

The  dominance  of  third  parties,  whether  they  be 
government  agencies,  private  carriers  or  one  of  the 
alphabet  soup  health  care  plans,  will  inevitably 
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result  in  cook-book  medicine,  based  on  standards 
set  by  the  Secretary  of  HHS,  insurance  medical 
directors  and  other  agencies  not  at  all  directly 
involved  in  patient  care.  It  is  time  that  we  start 
educating  the  public,  and  especially  the  elderly,  to 
the  dire  effects  of  the  present  direction  of  the 
control  of  medical  care. 

It  is  also  essential  that  we  form  a united  front  as 
concerned  physicians  in  opposing  the  preeminence 
of  third  parties  in  the  domination  of  health  care 
administration.  If  we  persist  in  each  of  us  maintain- 
ing our  own  agendas,  we  will  all  be  destroyed 
professionally.  If  we  become  truly  united  and  suc- 
ceed in  enlisting  our  patients  in  this  struggle,  we 
have  a political  chance  of  overturning  the  present 
trend.  Only  by  emphasizing  professional  excel- 
lence, individual  care  and  concern  for  our  patients 
can  we  possibly  regain  the  trust  and  respect  which 
we  had  in  the  past,  which  enabled  American  medi- 
cine to  provide  the  best  individual  care  in  the  world. 

We  must  hold  to  the  high  ground  of  care  and 
excellence,  and  form  alliances  with  our  patients! 

W.  Leonard  Weyl,  MD 


Discipline  and  Politics 

According  to  the  non-scientific  Kendig  poll  of 
voters  in  the  recent  gubernatorial  contest,  it 
appears  that  physicians  split  right  down  the  middle. 
That  is  a compliment  to  both  candidates. 

Physicians  are  a worried  lot.  They  are  under 
attack  from  all  quarters.  They  are  blamed  for  the 
high  cost  of  medical  care;  they  are  in  constant  fear 
of  imagined  or  perceived  malpractice;  and  now  they 
are  being  criticized  for  not  disciplining  their  own 
incompetent  members.  The  last  has  some  basis  in 
fact,  although  the  major  responsibility  does  not  lie 
with  the  physicians. 

That  problems  exist  within  the  Virginia  State 
Board  of  Medicine  is  common  knowledge.  The 
major  problems  include  insufficient  funding,  inade- 
quate facilities,  and  a poor  organizational  arrange- 
ment, in  which  the  Health  Regulatory  Boards  are 
presided  over  by  a non-medical  administrator.  A 
committee  of  The  Medical  Society  of  Virginia, 
chaired  by  Dr.  Charles  M.  Caravati,  Jr.,  and  includ- 
ing among  its  public  members  a deputy  attorney 
general,  a retired  judge  and  several  educators,  has 
made  recommendations  for  a complete  reorganiza- 
tion. This  general  plan  has  been  approved  by  an 


interested  and  cooperative  governor’s  office.1'3 

Now  is  the  time  for  action.  The  new  governor, 
Jerry  Baliles,  also  supports  medicine.4  Further,  as 
Attorney  General  of  Virginia  he  has  been  exposed 
to  the  problems  besetting  the  State  Board  of  Medi- 
cine and  has  promised  to  address  them.  He  is 
committed  to  providing  the  best  possible  health 
care  for  the  people  of  Virginia  and  in  this  he  expects 
the  full  cooperation  of  the  medical  community.  We 
are  ready. 

Edwin  L.  Kendig,  Jr.,  MD 

1.  Kendig  ELjr,  Success?  Va  Med  1985:112:326 

2.  Kendig,  ELjr.  And  on  and  on.  . . Va  Med  1985; 
112:457 

3.  Kendig  ELjr.  Excelsior!  Va  Med  1985 ; 1 12:657 

4.  Baliles  GL.  Physicians  and  the  law  against  drug  abuse. 
Va  Med  1984;1 11:645 


Thank  You 

The  Editors  greatly  appreciate  the  special 
tasks  of  review  and  consultation  performed 
during  1985  by  the  following: 

Jerome  E.  Adamson,  MD 
Robert  S.  Brown,  MD 
I.  Kelman  Cohen,  MD 
Alvin  E.  Conner,  MD 
Ronald  K.  Davis,  MD 
Herschel  L.  Estep,  MD 
David  S.  Fedson,  MD 
James  D.  Fussell,  MD 
L.  Gregg  Halloran,  MD 
Louis  R.  Jordan,  MD 
Leslie  S.  Kreisler,  MD 
Gerald  L.  Mandell,  MD 
Sheldon  M.  Markowitz,  MD 
Randolph  P.  Martin,  MD 
William  W.  Martin,  Jr.,  MD 
Read  F.  McGehee,  Jr.,  MD 
Wilson  C.  Merchant  III,  MD 
William  W.  Miller,  MD 
H.  H.  Newsome,  Jr.,  MD 
Paul  F.  Schellhammer,  MD 
Donald  G.  Seitz,  MD 
James  A.  Shield,  Jr.,  MD 
Robert  P.  Singer,  MD 
George  R.  Splane,  MD 
Mario  Stefanini,  MD 
Gervas  S.  Taylor,  Jr.,  MD 
J.  Latane  Ware,  MD 
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George  Craddock,  MD 

Dr.  George  Barksdale  Craddock,  a past  president 
of  the  Lynchburg  Academy  of  Medicine,  the  Virgin- 
ia State  Board  of  Medicine  and  the  Virginia  Society 
of  Internal  Medicine,  died  December  11,  1985,  after 
being  struck  by  two  cars  while  crossing  a city  street 
in  Lynchburg.  He  was  77  years  old. 

Born  in  Lynchburg,  Dr.  Craddock  was  graduated 
from  Washington  and  Lee  University  and  complet- 
ed his  medical  education  in  1935  at  Jefferson  Medi- 
cal College,  Philadelphia,  then  trained  at  Philadel- 
phia General  and  the  Medical  College  of  Virginia 
Hospitals.  He  served  overseas  with  the  US  Army 
Medical  Corps  during  World  War  II,  attaining  the 
rank  of  major,  returning  to  his  native  city  after 
discharge  to  estabish  his  practice  of  internal  medi- 
cine. In  1977  he  received  the  Distinguished  Alum- 
nus Award  from  Washington  and  Lee  and  in  1985 
the  university  gave  him  an  honorary  doctorate  in 
science.  By  his  fellow  Virginia  internists  he  was 
named  Virginia’s  Distinguished  Internist  of  the 
Year  in  1979. 

Dr.  Craddock  had  belonged  to  the  Lynchburg 
Academy,  The  Medical  Society  of  Virginia  and  the 
American  Medical  Association  for  over  40  years 
and  was  a member  also  of  the  American  Society  of 
Internal  Medicine  and  the  American  College  of 
Physicians. 


William  Overcash,  MD 

Dr.  William  Earl  Overcash,  longtime  Danville 
radiologist,  died  November  16,  1985,  at  the  Memo- 
rial Hospital  of  Danville.  He  was  85  years  old  and 
had  been  in  declining  health  for  several  years. 

Born  in  Statesville,  North  Carolina,  Dr.  Over- 
cash attended  the  University  of  North  Carolina  at 
Chapel  Hill,  progressing  for  his  medical  degree  to 
the  University  of  Pennsylvania  School  of  Medicine, 
where  he  stayed  for  his  residency.  He  served  in  the 
United  States  Army  during  World  War  I.  After 
taking  graduate  radiologic  training  at  Harvard,  he 
practiced  in  Roanoke  for  a few  years,  moving  to 
Danville  in  1945.  There  he  started  the  department  of 
radiology  and  school  for  x-ray  technicians  at  Me- 
morial Hospital.  He  retired  in  1964. 

Dr.  Overcash  had  been  a member  of  the  Danville- 


Pittsylvania  Medical  Society,  The  Medical  Society 
of  Virginia,  and  the  American  Medical  Association 
for  over  40  years  and  belonged  also  to  the  Radiolog- 
ical Society  of  North  America. 


Galen  G.  Craun,  MD 

Dr.  Galen  Glick  Craun,  Sr.,  Harrisonburg,  died 
December  6,  1985,  at  Rockingham  Memorial  Hospi- 
tal at  the  age  of  74.  He  had  practiced  general  and 
orthopedic  surgery  in  Harrisonburg  from  1945  until 
his  retirement  in  1970. 

Born  in  Augusta  County,  Dr.  Craun  was  educat- 
ed at  the  Daleville  Academy  and  Bridgewater  Col- 
lege, then  graduated  from  the  Medical  College  of 
Virginia  with  the  Class  of  1940.  He  interned  at  the 
MCV  Hospitals  and  in  Clifton  Forge. 

Dr.  Craun  was  a member  of  the  Rockingham 
County  Medical  Society,  The  Medical  Society  of 
Virginia,  and  the  Southeastern  Surgical  Congress. 


Heng-Tsui  Po,  MD 

Dr.  Heng-Tsui  Po,  Fairfax  anesthesiologist,  died 
of  cancer  on  September  12,  1985.  He  was  63. 

Born  in  China,  Dr.  Po  was  a graduate  of  the 
Cheeloo  University  School  of  Medicine  in  Tsinan, 
the  capital  of  Shantung  province,  and  came  to  this 
country  to  train  in  Rochester,  New  York,  and  at  St. 
Agnes  Hospital  in  Maryland.  He  came  to  member- 
ship in  The  Medical  Society  of  Virginia  through  the 
Fairfax  County  Medical  Society  and  belonged  also 
to  the  American  Society  of  Anesthesiologists. 


William  D.  Keck,  MD 

Dr.  William  D.  Keck,  Radford,  died  May  4,  1985. 
A psychiatrist  in  private  practice,  Dr.  Keck  was  a 
graduate  of  the  Bowman  Gray  School  of  Medicine 
at  Wake  Forest  College,  Winston-Salem,  North 
Carolina,  and  performed  his  residency  in  North 
Carolina.  He  was  a member  of  the  Southwestern 
Virginia  Medical  Society,  The  Medical  Society  of 
Virginia,  American  Medical  Association,  and 
American  Psychiatric  Association. 
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In  Celebration  of  the  Grand  Opening  of 

The 

CANCER  CARE  CENTER 

of  Southern 
West  Virginia 

Charleston  Area  Medical  Center 
Invites  You  to  Attend 

ONCOLOGY  UPDATE  '86 

A Clinical  Perspective 


Steven  J.  Jubelirer,  M.D.,  Program  Chairman 
Medical  Director,  Cancer  Care  Center 


March  7 and  8 

West  Virginia  University  Auditorium 
Charleston  Area  Medical  Center  /Memorial  Division 
Charleston,  West  Virginia 


Featured  Spe 

George  Terry  Bryan,  M.D. 

Professor  of  Human  Oncology 
Associate  Director,  Lab  Program 
Wisconsin  Clinical  Cancer  Center 
University  of  Wisconsin 

David  Seymour  Ettinger,  M.D. 

Associate  Professor  Oncology/Medicine 
The  Johns  Hopkins  Oncology  Center 


Speakers  Include 

Catherine  M.  Hogan,  R.N.,  M.N. 

Oncology  Clinical  Nurse  Specialist 
Oncology  Program  Director 
Western  Pennsylvania  Hospital 


John  Laszlo,  M.D. 

Professor  of  Medicine 

Duke  University  School  of  Medicine 


Featured  Topics 

Screening,  Etiology,  Case  Presentation,  Pain  Management,  Nausea  and  Vomiting  Control,  New 
Diagnostic  Approaches,  New  Therapies,  Chemotherapy  Drug  Administration,  Sexual 

Dysfunction,  Dying  and  Death 

CAMC 

Charleston  Area  Medical  Center 

We  Care  For  West  Virginia 

Cosponsored  by  WVU  School  of  Medicine 


For  information  or  to  register,  contact  CAMC  Department  of  Continuing  Education,  3110  MacCorkle 
Avenue,  S.E.,  Charleston,  WV  25304  (304-348-958 0). 
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Now  there's  an  alternative  to  hos- 
pitalization for  patients  in  need  of  in- 
travenous therapy  Intracare  can  provide 
this  constant  specialized  outpatient  care 
for  patients  in  Maryland,  D.C.  and  Virginia. 

The  Intracare  pharmacists  and  nurses,  all 
specialists  in  IV  therapy,  are  on  call  24  hours 
a day,  7 days  a week.  This  personal  ap- 
proach insures  that  patient's  specific 
needs  are  carefully  monitored  and 
attended  to  at  all  times. 

A wide  variety  of  IV 
infusions  for  a wide  range 
of  cases. 

In  addition  to  6 beds  for 
infusion  patients  who  re- 
quire close  observa- 
tion, there  are  4 exam- 
ining rooms  for  short 
term  treatments — all  in 
a pleasant  setting  to 
make  your  patients  as 
comfortable  as  possi- 
ble. Or  if  you  wish,  an 
Intracare  staff  member 
will  teach  your  patients  to 
administer  their  own  infusion 
through  a heparin  lock. 

Intracare  provides  IV  infusions 
of  antibiotics,  total  parenteral  nu- 
trition, steroids,  blood  products, 
and  a host  of  other  fluids  or  medica- 
tions. Plus  supplies,  pumps,  and 
chemotherapy  drugs  and  catheter  care 
for  central  venous  catheter  patients. 

All  medications  and  supplies  for  our  outpatients 
are  dispensed  at  the  time  of  visit  from  our  in-house 
pharmacy.  Homebound  patients  appreciate  the 
option  of  having  their  medications  and  supplies 
delivered— or  picked  up  from  our  pharmacy 

Less  cost.  Less  lifestyle  interruption. 

Consider  the  benefits  to  your  patients  of  being  able  to 
lead  normal  lives,  attend  school,  go  to  work.  Consider  the 
enormous  savings  over  in-hospital  IV  therapy— up  to  60% 
less.  Consider  that  Intracare  has  treated  thousands  of  pa- 
tients with  excellent  results.  And  most  important,  a level  of 
caring  that  makes  all  out  patients  secure  in  trusting  their  IV 
therapy  to  us. 


1 ■ 

Name:  Wayne  Wilkins 
D.O.B.:  11/6/46 
Diagnosis:  Osteomyelitis 
of  the  foot 

Treatment:  Intravenous 
antibiotics 

M -T;f 

Name:  Thomas  Wheatley 
D.O.B.:  9/13/33 
Diagnosis:  Colonic 
Carcinoma 

Treatment:  Continuous 
chemotherapy  via 
portable  infusion  pump. 
Patient  has  C.V.C. 

PM* '•  Jk 
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Name:  Emily  Topolsky 
D.O.B.:  7/28/77 
Diagnosis:  Chronic 
pyelonephritis 
Treatment:  Intravenous 
antibiotics 

Name:  Dudley  Watts 
D.O.B.:  8/24/20 
Diagnosis:  Colonic 
carcinoma 

Treatment:  Continuous 
chemotherapy  via 
portable  infusion  pump. 
Patient  has  C.V.C. 

D 


The  above  patients 
have  all  received 
treatment  by  IV 
therapy  at  Intracare. 

For  a tour  of  Intracare 
facilities  or  more 
information  about  our 
clinical  program,  call  us  at 
(703)280-5390. 


G1RE 

INTRACARE  CORPORATION,  3299  WOODBURN  RD„  SUITE  230 
ANNANDALE,  VA  22003-1275  (703)  280  - 53  90 


AMA  pamphlet  on  malpractice 
has  this  patient’s  endorsement 

When  I was  in  the  office  of  my  dermatologist  in 
Richmond  recently,  I picked  up  a copy  of  the 
American  Medical  Association’s  pamphlet  about 
professional  liability  and  malpractice.  The  presenta- 
tion seems  to  me  good  and  much  to  the  point.  The 
suits  against  A.  H.  Robins,  Union  Carbide,  the 
tobacco  companies,  etc.,  are  glaring  examples  of 
too  many  in  the  legal  profession  stirring  up  whatev- 
er latent  larceny  is  in  the  heart  of  the  average  Joe 
and  Jane,  so  that  both  lawyer  and  client  can  get 
something  at  somebody  else’s  expense. 

Japan,  England,  etc.,  don’t  grind  out  the  huge 
percentage  of  lawyers  that  the  USA  does.  Maybe 
that  is  partly  responsible  for  the  difference  in  the 
workings  of  our  legal  system  vs  theirs.  Whatever 
the  reason,  certainly  changes  should  be  made  for 
the  good  of  the  public  as  well  as  the  medical 
profession. 

T.  T.  Golden 

Route  1,  Box  77 
Columbia  VA  23038 

Editors’  Note:  The  pamphlet  Mr.  Golden  refers  to 
is  titled,  “We’re  fighting  the  professional  liability 
crisis  today.  . . Join  the  fight!’’  It  discusses  the 
professional  liability  crisis  and  what  the  AMA  is 
doing  about  it.  Virginia  Medical  has  a supply  of 
the  pamphlets  and  will  send  you  up  to  50  copies  for 
your  waiting  room  free  of  charge.  Mail  your  request 
to  Virginia  Medical,  4205  Dover  Road,  Rich- 
mond VA  23221. 

“Home  away  from  home” 
shelters,  supports  families 

Patients’  families  have  been  called  “the  forgotten 
members  of  the  health  care  team,’’  overlooked  in 
their  importance  to  the  patient  and  overlooked  in 
their  own  need  for  support  and  understanding.  But 
at  the  Medical  College  of  Virginia  Hospitals  of 
Virginia  Commonwealth  University,  patients’  fam- 
ilies are  no  longer  overlooked  because  of  the  open- 


ing of  a unique  “home  away  from  home’’  designed 
specifically  to  address  these  problems.  It  is  the 
MCV/VCU  Hospital  Hospitality  House,  a non- 
profit corporation,  which  in  January  1985  opened  its 
doors  to  the  families  of  MCV  Hospitals’  outoftown 
adult  patients.  Since  then  it  has  housed  more  than 
1,100  guests  and  provided  over  4,600  overnight 
accommodations,  statistics  which  clearly  support 
what  had  long  been  a painfully  obvious  need. 

Free  of  charge,  the  Hospitality  House  provides  a 
home-like  environment  for  the  families  of  outof- 
town patients — a place  to  sleep,  eat,  do  laundry  and 
perhaps  most  important,  to  find  emotional  support 
from  others  facing  similar  problems.  The  28-bed 
home  is  located  one  and  a half  blocks  from  the 
Medical  College  of  Virginia. 

The  Medical  College  of  Virginia  Hospitals’  ac- 
claimed transplant  units,  where  long  periods  of 
waiting  punctuated  with  shorter  periods  of  extreme 
urgency  are  routine,  have  especially  benefited  from 
the  availability  of  the  Hospitality  House  to  the 
patients’  families. The  Hospitalilty  House  is  funded 
entirely  by  donations.  We  welcome  the  support  of 
Virginia  physicians. 

Nancy  Pendergast 

Vice  President,  Community  Relations 

MCV/VCU  Hospitality  House 

PO  Box  256,  MCV  Station,  Richmond  VA  23298 


Patrick  Henry 
and  providers 

Long  ago  a fellow  in  Virginia  said,  “Give  me 
liberty  or  give  me  death.’’  Industry  in  Virginia  has 
freedom  to  work  laws  and  no  closed  shops. 

Is  it  not  peculiar  that  Virginia’s  medical  providers 
(old  term,  doctors)  would  force  AMA  membership 
on  providers? 

Leo  A.  Lindquist,  MD 

1045  Main  Street 
Danville  VA  24541 
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Meet  the  first-year  legislators 
in  Virginia’s  House  of  Delegates 


Virginians  went  to  the  polls  to  elect  the  1986  House  of  Delegates 
not  once  but  four  times.  First,  L.  Douglas  Wilder’s  Senate  seat 
became  vacant  when  he  was  elected  lieutenant  govenor  on  November 
5.  To  fill  it,  voters  went  to  the  polls  on  December  18  and  elected 
Benjamin  J.  Lambert  III.  That  opened  up  Lambert’s  seat  in  the  House, 
and  in  a special  election  on  January  7 Jean  W.  Cunningham  took  title  to 
it.  Then  Gov.  Gerald  L.  Baliles  chose  Del.  Vivian  E.  Watts  as 
Secretary  of  Transportation/Public  Safety  in  the  new  administration, 
and  in  a called  election  on  January  14,  Alan  E.  Mayer  was  elected  to 
that  seat.  Thus  nine  new  delegates  took  office  in  the  1986  General 
Assembly.  So  that  our  readership  may  become  familiar  with  these  new 
public  servants,  Virginia  Medical  asked  each  of  them  for  the 
pictures  and  commentaries  that  appear  here.  For  a free  directory  to  the 
entire  General  Assembly,  with  addresses/phone  numbers,  write  to 
Virginia  Medical,  4205  Dover  Road,  Richmond  VA  23221. 


W.  M.  Abbitt,  Jr. 

(D-59th) 

Appomattox 

Background:  Realtor  and 
owner  of  an  insurance  agen- 
cy, Watkins  Abbitt  is  vice 
chairman  of  the  State  Water 
Control  Board. 


On  health  care:  I feel  that 
health  care  is  a very  perti- 
nent issue.  All  age  groups  in 
our  society  are  affected, 
from  newborn  to  elderly.  I 
believe  significant  strides 
have  been  made  in  providing 
better  and  more  specialized 
care  for  everyone  and  hope 
to  see  this  continue. 


Leslie  L.  Byrne 
(D-38th) 

Falls  Church 

Background:  Byrne  is  presi- 
dent of  Quintech  Associates, 
a consulting/support  services 
firm.  She  has  been  legislative 
aide  to  former  Del.  Vivian 
Watts. 

On  health  care:  Cost  versus 
quality  is  the  major  concern 
in  Virginia.  Rising  costs  af- 
fect not  only  consumers  but 
government  employees’ 
benefits  and  those  on  public 
assistance.  Two  areas  of  per- 
sonal concern  are  infant 
mortality  and  long  term  care 
for  the  elderly. 


Paul  C.  Cline 
(D-27th) 

Harrisonburg 

Background:  Cline,  who  has 
a PhD  in  government,  is  pro- 
fessor of  political  science  at 
James  Madison  University 
and  has  served  on  the  Harri- 
sonburg City  Council. 

On  health  care:  Cooperation 
is  necessary  between  medi- 
cal professionals  and  legisla- 
tors to  ensure  that  patients 
get  the  best  care  possible  at 
an  affordable  cost  while 
permitting  professionals  to 
practice  without  undue  re- 
striction or  hardship. 
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Jean  Cunningham 
(D-71st) 

Richmond 

Background:  A graduate  of 
Howard  University’s  School 
of  Law,  Cunningham  is  an 
attorney  with  the  Reynolds 
Metal  Company. 

On  health  care:  We  must  ad- 
dress the  need  for  accessi- 
ble, affordable,  quality  health 
care.  As  a legislator,  health 
care  is  a major  concern,  one 
that  reaches  the  core  of  the 
issue  of  quality  of  life  in  the 
Commonwealth. 


Alan  E.  Mayer 

(D-39th) 

Lincolnia 


Background:  Mayer  retired 
in  1980  after  almost  30  years 
with  the  Central  Intelligence 
Agency.  Schooled  in  urban 
planning,  he  has  been  a civic 
leader  in  Fairfax  County. 


On  health  care:  I support 
joint  efforts  of  the  public  and 
private  sectors  to  ensure  af- 
fordable health  care  for  Vir- 
ginians. The  major  challenge 
is  to  provide  quality  care 
while  keeping  the  cost  of 
health  services  within  our 
means. 


H.  Robert  Pur  key 
(R-82nd) 

Virginia  Beach 


Background:  Schooled  in 
business/economics,  Bob 
Purkey  is  vice  president  of 
Merrill  Lynch’s  Norfolk 
office. 


On  health  care:  Those  who 
provide  health  care  are  con- 
fronted today  with  divergent 
economic,  social  and  medical 
realities.  Legislators  will  re- 
quire much  input  from  the 
medical  community  as  perti- 
nent legislation  is  developed. 


W.  R.  Reynolds 

(D-lOth) 

Ridgeway 


Background:  William 
Reynolds  is  a lawyer  with 
offices  in  Martinsville.  At 
Duke  University  he  majored 
in  political  science. 


On  health  care:  Achieving 
the  proper  balance  between 
individual  and  community 
health  interests  will  be  a dif- 
ficult task  for  us  as  policy 
makers.  Quick-fix  regulatory 
or  financing  solutions  will 
not  be  acceptable  to  pa- 
tients, physicians,  or  policy 
makers. 


Kenneth  Melvin 
(D-80th) 

Portsmouth 

Background:  Partner  in  a law 
firm,  Melvin  is  a former  trial 
attorney  for  the  US  Depart- 
ment of  Justice. 


On  health  care:  Quality 
health  care  is  essential.  In 
assessing  those  areas  of  ma- 
jor concern,  my  primary  in- 
terest lies  in  prenatal  and 
neonatal  care.  More  atten- 
tion must  be  focused  on  the 
importance  of  prenatal  diet, 
nutrition,  and  timely  medical 
attention. 


J.  A.  Rollison  III 
(R-52nd) 

Woodbridge 

Background:  Jack  Rollison  is 
president  of  his  own  firm, 
Rollison’ s Tire  and  Auto 
Service,  and  has  served  as 
legislative  aide  to  Del.  Harry 
J.  Parrish  (R-50th). 

On  health  care:  Quality 
health  care  is  the  No.  1 pri- 
ority for  both  the  public  and 
the  medical  community.  We 
need  to  be  able  to  provide 
that  care  at  reasonable  cost. 
Skyrocketing  insurance  costs 
must  be  dealt  with  without 
sacrificing  the  rights  of  the 
individual. 
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Lewis-Gale  Clinic,  Inc. 


1802  Braebum  Drive 
Salem,  Virginia  24153 
(703)  772-3400 


ANESTHESIOLOGY 

Leigh  O.  Atkinson,  M.D. 

George  P.  Baron,  M.D. 

Daniel  C.  Summerlin,  Jr.,  M.D. 

Joe  F.  Clark,  M.D. 

ARTHRITIS  and  RHEUMATOLOGY 

William  M.  Blaylock,  M.D. 

Joseph  P.  Lemmer,  M.D. 

CARDIOLOGY 

David  S.  Miller,  II,  M.D. 

Jacob  P.  Neathawk,  Jr.,  M.D. 

J.  Phillip  Bushkar,  M.D. 

William  B.  Rutherford,  Jr.,  M.D. 

DERMATOLOGY 

Gary  P.  Gross,  M.D. 

EMERGENCY  MEDICINE 

Benjamin  N.  Jones,  M.D. 

John  S.  Jeremiah,  M.D. 

John  M.  Garvin,  M.D. 

Robert  O.  McGuffin,  M.D. 

Darrell  F.  Powledge,  M.D. 

Thomas  Gary  Parrish,  M.D. 

Roger  D.  Tims,  M.D. 

EXECUTIVE  HEALTH  MEDICINE 

Frank  Alton  Wade,  M.D. 

Lucian  Y.  Grove,  M.D. 

FAMILY  PRACTICE 

Allen  M.  Clague,  M.D. 

Keith  C.  Edmunds,  M.D. 

William  C.  Crow,  Jr.,  M.D. 

Preston  H.  Edwards,  M.D. 

Samuel  N.  Smith,  M.D. 

Howard  M.  Lebow,  M.D. 

Wilson  H.  Coulter,  M.D. 

John  F.  Daugherty,  M.D. 

Clarke  B.  Andrews,  M.D. 

Marc  G.  Nevin,  M.D. 

Ella  M.  Dickinson,  M.D. 

Kevin  C.  Kelleher,  M.D. 

David  A.  Keilman,  M.D. 

Gregory  L.  Still,  M.D. 

James  W.  Robinson,  M.D. 

Charles  E.  Lamb,  M.D. 

GASTROENTEROLOGY  and 
ENDOSCOPY/INTERNAL  MEDICINE 

George  H.  Wall,  M.D. 

Joseph  L.  Nelson,  III,  M.D. 

HEMATOLOGY  and  ONCOLOGY/ 
INTERNAL  MEDICINE 

J.  Milton  Miller,  M.D. 

John  C.  Morrison,  Jr.,  M.D. 

Paul  D.  Richards,  M.D. 


OTHER  MEDICAL 

Same  Day  Surgery 
Home  Health  Care 
Diabetes  Clinic 
Psychological  Counseling 
Clinical  Laboratory 
X-ray 

Magnetic  Resonance  Imaging  Cosmetic  Surgery 


IMMEDIATE  CARE/EMERGENCY  MEDICINE 

Charles  E.  Lamb,  M.D. 

Robert  A.  Kuhn,  M.D. 

INDUSTRIAL  MEDICINE 

E.  Wilson  Watts,  Jr.,  M.D. 

INFECTIOUS  DISEASE/INTERNAL  MEDICINE 

Douglas  D.  Blevins,  M.D. 

INTERNAL  MEDICINE 

Michael  J.  Moore,  M.D. 

E.  Blackford  Noland,  Jr.,  M.D. 

Myron  S.  Levey,  M.D. 

Daniel  M.  Camden,  M.D. 

Frank  A.  Wade,  M.D. 

Lucian  Y.  Grove,  M.D. 

NEUROLOGY/NEURO-OPHTHALMOLOGY 

Edward  A.  Waybright,  M.D. 

Timothy  L.  Hormel,  M.D. 

NEUROSURGERY 

Charles  H.  Anderson,  Jr.,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 

Carl  B.  Harms,  M.D. 

James  A.  Kelly,  M.D. 

George  W.  Maxymiv,  M.D. 

Debra  H.  Clapp,  M.D. 

OPHTHALMOLOGY 

Ira  S.  Saposnik,  M.D. 

ORTHOPAEDIC  SURGERY 

Richard  H.  Fisher,  M.D. 

Alonzo  H.  Myers,  Jr.,  M.D. 

S.  Curtiss  Mull,  M.D. 

Bertram  Spetzler,  M.D. 

John  P.  Clarke,  M.D. 

OTOLARYNGOLOGY 

J.  Bruce  Hagadorn,  M.D. 

Tu  A.  Tran,  M.D. 

PEDIATRICS 

F.  Joseph  Duckwall,  M.D. 

William  J.  Kagey,  M.D. 

Luthur  A.  Beazley,  III,  M.D. 

Conrad  V.  Wynne,  Jr.,  M.D. 

Frank  C.  Chaten,  M.D. 


PHYSICAL  MEDICINE  and  REHABILITATION 

Alan  R.  Tempkin,  M.D. 

PLASTIC,  RECONSTRUCTIVE  and 
HAND  SURGERY 

Warren  L.  Moorman,  M.D. 

Robert  F.  Roth,  M.D. 

Enrique  A.  Silberblatt,  M.D. 

PULMONARY  DISEASES/INTERNAL  MEDICINE 

James  A.  Witten,  Jr.,  M.D. 

Nelson  B.  Greene,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE 

Carl  M.  Russell,  M.D. 

Donald  W.  Spicer,  M.D. 

Clyde  F.  Lloyd,  M.D. 

William  A.  Casssada,  Jr.,  M.D. 

J.  William  Barnard,  M.D. 

James  A.  Walsh,  M.D. 

John  M.  Mathis,  M.D. 

Mary  Ella  Zelenik,  M.D. 

SURGERY 

William  L.  Sibley,  III,  M.D. 

George  R.  Shumate,  M.D. 

A.  Reif  Kessler,  M.D. 

THORACIC  and  VASCULAR  SURGERY 

William  L.  Sibley,  III,  M.D. 

George  R.  Shumate,  M.D. 

A.  Reif  Kessler,  M.D. 

UROLOGY 

T.S.R.  Ward,  M.D. 

Jeffrey  S.  Jones,  M.D. 


ADMINISTRATION 

Darrell  D.  Whitt,  Executive  Vice  President 
Lyndell  B.  Brooks,  Vice  President 


SATELLITE  LOCATIONS 


SERVICES 

Audiology 
Nutritionist 
Vascular  Lab 
Inhalation  Therapy 
Physical  Therapy 
EEG  Lab 


Back  Creek  — 6724  Bent  Mtn.  Road  S.W.,  Roanoke,  Virginia  24018 
Dr.  Samuel  N.  Smith  and  Dr.  Kevin  C.  Kelleher 

Clearbrook—  5917  Indian  Grave  Road,  Roanoke,  Virginia  24014 
Dr.  Ella  M.  Dickinson 

Fincastle  — P.O.  Box  236,  Fincastle,  Virginia  24090 
Dr.  William  C.  Crow,  Jr.  and  Dr.  Clarke  B.  Andrews 

Fort  Lewis  — 460  West  (Rt.  1 , Box  162),  Salem,  Virginia  24153 
Dr.  Howard  M.  Lebow  and  Dr.  James  W.  Robinson 

New  Castle  Family  Practice  Center  — Market  St.,  New  Castle,  VA.  24127 
Dr.  Gregory  L.  Still 

Old  Southwest  — 212  Highland  Avenue  S.W.,  Roanoke,  Virginia  24016 
Dr.  Carl  B.  Harms,  Dr.  James  A.  Kelley,  Dr.  George  W.  Maxymiv 
Dr.  Debra  H.  Clapp 

Valley  North  — 307  Hershberger  Road  N.W.,  Roanoke,  Virginia  24012 
Dr.  John  F.  Daugherty  and  Dr.  David  A.  Keilman 

West  Salem  — West  Salem  Plaza,  Salem,  Virginia  24153 
Dr.  Preston  H.  Edwards  and  Dr.  Marc  G.  Nevin 


THE  CLINIC  IS  ACCREDITED  by  the  Accreditation  Association  for  Ambulatory  Health  Care 


REHABILITATION 

INSTITUTE 

^VIRGINIA 

THE  REHABILITATION  INSTITUTE  OF  VIRGINIA 
IS  OPENING  OPPORTUNITIES  FOR 
THE  PHYSICALLY  IMPAIRED 


In  the  Spring  of  1986  a different  type  of  hospital  will 
be  opening  on  the  Peninsula.  The  philosophy  of  the  Rehabil- 
itation Institute  of  Virginia  is  illustrated  by  our  logo,  which 
represents  building  blocks  falling  into  place,  or  the  rebuild- 
ing of  lives. 

We  will  provide  physical  rehabilitation  while  empha- 
sizing emotional  and  social  needs.  This  offers  a strong  foun- 
dation which  opens  opportunities  for  patients  to  build  on 
their  own  personal  strengths. 

A physician  specializing  in  physical  and  rehabilita- 
tion medicine  leads  our  dedicated  multidisciplinary  team. 


These  professionals  provide  a comprehensive  approach  to 
rehabilitation  not  previously  available  in  our  area. 

This  care  combined  with  the  beautiful  view  of  the 
Hampton  Roads  waterfront  completes  the  innovative  envi- 
ronment of  our  75-bed  specialty  hospital. 

The  Rehabilitation  Institute  of  Virginia  is  dedicated 
to  building — building  opportunities  for  the  physically 
impaired. 

A division  of  Riverside  Healthcare  Association,  Inc.,  the 
Rehabilitation  Institute  of  Virginia  is  located  at  245  Chesapeake 
Avenue,  Newport  News,  Virginia  23607,  (804)  247-6575. 
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Three  Cartoons  That  Shook 
Medical  Ediks 

Robert  Edgar  Mitchell,  Jr.,  MD,  Richmond,  Virginia 


“Thus  a simple  ploy  to  increase  the  circulation  of  a Richmond  newspaper 
ended  in  badly  fractured  feelings  and  a divisiveness  that  has  not  yet  been 
totally  put  to  rest.  The  most  lasting  effect,  however,  was  the  breaking  down 
of  the  standards  of  ethics  on  physician  advertising.” 


Feelings  always  have  run  deep  in  Richmond 
medicine.  Occasional  arguments  and  even 
violence  have  resulted  over  the  165  years  of 
the  existence  of  the  Richmond  Academy  of  Medi- 
cine. The  year  1915  was  no  exception.  The  trouble 
started  rather  innocently  on  January  4,  1915,  when 
“Virginians  in  Cartoon — No.  12”  appeared  in  the 
Richmond  Evening  Journal,  one  of  the  daily  papers 
of  the  time.  Dr.  Stuart  McGuire,  surgeon,  was 
lampooned  on  page  one  with  the  accompanying 
doggerel,  written  by  J.  Taylor  Robertson,  an  ama- 
teur Richmond  poet. 

He  will  grab  out  your  appendix  in  the  twinkling  of  an  eye 
And  before  you  know  what’s  happening  ‘twill  be  hanging 
out  to  dry 

And  your  lungs  and  lights  and  liver 
Just  to  write  this  makes  me  shiver 

They  had  best  be  mighty  careful  and  particular  and  spry. 
But  if  luck  should  turn  against  us  and  bring  us  to  such  a 
state 

Address  correspondence  to  Dr.  Mitchell  at  7801  Forest 
Avenue,  Richmond,  VA  23229. 

A book  written  by  Dr.  Mitchell’s  wife,  Mary  H.  Mitch- 
ell, is  reviewed  elsewhere  in  this  issue. 


That  our  faithful  old  appendix  we’d  have  to  repudiate 
You  can  bet  your  own  sweet  life 
That  McGuire  will  wield  the  knife 

‘Twould  be  worth  the  pain  to  have  him  come  around  and 

operate. 

The  47-year-old  bachelor,  whose  favorite  diver- 
sion was  “automobiling”  in  his  big  white  car,  was  a 
popular  member  of  the  Richmond  scene.  At  the 
death  of  his  father,  Dr.  Hunter  Holmes  McGuire, 
the  young  surgeon  succeeded  him  as  chief  of  stalf  of 
St.  Luke’s  Hospital.  He  had  received  his  MD 
degree  from  the  University  of  Virginia,  becoming 
the  third  generation  in  his  family  to  practice  medi- 
cine in  Virginia.  McGuire  earned  many  honors, 
among  them  the  presidency  of  the  Richmond  Acad- 
emy of  Medicine  and  Surgery  in  1901,  and  the 
presidency  of  the  University  College  of  Medicine 
from  1905  to  1913.  The  next  year  he  was  president 
of  the  Southern  Medical  Association,  presiding  at 
its  meeting  in  Richmond.  That  year  he  also  entered 
into  the  prohibition  dispute,  with  the  Richmond 
Evening  Journal  taking  his  side.  For  that  reason, 
McGuire  said  later,  he  agreed  to  lead  his  support  to 
the  cartoon  series  in  the  newspaper. 
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The  Evening  Journal  espoused  views  that  were 
sympathetic  to  the  Democratic  party  and  indepen- 
dents during  its  existence  from  1905-1920.  In  an 
effort  to  stimulate  local  interest  and  undoubtedly  to 
increase  circulation,  Charles  Cooke,  managing  edi- 
tor, agreed  to  a proposal  from  an  itinerant  promoter 
for  a money-making  scheme.  A series  of  cartoons  of 
prominent  local  men  would  run  daily.  The  men  in 
cartoon  would  subscribe  for  a certain  sum  and  in 
return  they  would  receive  the  original  drawing  and  a 
bound  volume  of  all  of  the  cartoons.  It  was  intended 
to  amuse  the  general  public  who,  the  editor  de- 
clared, always  liked  “a  personal  touch  in  the  news- 
paper” and  would  look  to  see  who  would  come  next 
and  what  would  be  said  of  him. 

The  artist,  Carl  Rostrup.  a native  of  Christiana, 
Norway,  had  been  in  Richmond  for  seven  years 
working  with  the  local  papers  and  the  Metropolitan 
Engraving  Company.  “Ros”,  as  he  was  called  by 
those  who  knew  him,  caught  the  eye  of  the  promot- 
er and  was  employed  to  draw  the  cartoons  for  the 
series.  The  concept  of  a series  of  cartoons  traced  its 
origin  to  18th  century  England.  In  the  19th  century 
it  proved  to  be  a useful  tool  for  selling  newspapers 


and  magazines.  After  the  publication  of  Thomas 
Nast’s  Tammany  Hall  cartoons,  Harper’s  circula- 
tion tripled.  Cartoon  series  of  men  in  the  public  eye 
had  been  successful  in  other  cities  for  about  ten  or 
15  years  before  managing  editor  Cooke  decided  to 
introduce  the  plan  to  Richmond  readers. 

He  planned  100  cartoons,  with  Gov.  Henry  Car- 
ter Stuart,  a relative  of  Jeb  Stuart,  leading  off  the 
series  on  December  21,  1914.  But  on  March  13, 
1915,  the  series  abruptly  ended  with  No.  66,  Robert 
Schaefer,  an  insurance  agent.  Among  those  who 
had  been  featured  in  cartoon  were  Richard  Evelyn 
Byrd,  W.  S.  Forbes,  Dennis  J.  O'Connell,  Malvern 
Patterson,  Elmore  D.  Hotchkiss,  H.  J.  Moseley, 
George  Cole  Scott,  E.  Victor  Williams,  Claiborne 
Putney,  Col.  James  A.  Pollard,  William  H.  Wyatt, 
Jr.,  Dr.  McGuire,  and  two  other  Richmond  sur- 
geons. 

Six  days  after  Dr.  McGuire  had  been  in  print,  Dr. 
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William  Tell  Oppenheimer  appeared  in  cartoon  No. 
18,  published  on  page  one  with  this  verse: 

He  can  punch  and  poke  and  whack  you 
And  your  visage  cleanly  scan 
He  can  figure  to  the  fraction 

What  you’ve  left  of  life’s  brief  span 
For  by  practice  and  deep  learning 

Gleaned  from  great  tomes  on  his  shelf 
Made  himself  a winner 

In  this  grand  old  Commonwealth. 

Well  versed  in  the  art  of  repartee,  Dr.  Oppenhei- 
mer was  considered  quite  a wit.  The  54-year-old 
doctor  had  practiced  medicine  and  surgery  since 
1885  and  had  been  elected  president  of  the  Rich- 
mond Academy  in  1900,  when  the  Academy  boast- 
ed a membership  of  102.  He  was  also  president  of 
the  Richmond  Board  of  Health  and  chief  surgeon  of 
the  Richmond,  Fredericksburg,  and  Potomac  and 
Chesapeake  and  Ohio  Railroads  for  many  years.  A 
native  of  Fluvanna  County,  Dr.  Oppenheimer  re- 
ceived his  medical  training  at  the  Medical  College  of 
Virginia  and  Bellevue  Hospital  in  New  York  City. 

Later  in  the  month,  on  January  13,  1915,  cartoon 
No.  20  depicted  Dr.  George  Ben  Johnston  on  the 
front  page  of  the  Journal. 

Since  he  possessed  inside  information 
To  such  a startling  and  exact  degree 
Which  he  has  gained  from  many  an  operation, 

It  is  not  difficult  to  see 
Why  people  who  need  to  be  renovated 
Should  flock  to  him  from  places  far  and  wide 
They  know  that  after  he  has  operated 

Their  aches  and  pains  will  never  reappear. 

Dr.  Johnston  was  the  oldest  of  the  trio  of  physi- 
cians in  cartoon.  At  age  63,  he  had  achieved  world- 
wide recognition  as  a surgeon,  and  with  his  associate, 
Dr.  A.  Murat  Willis,  had  founded  Johnston-Willis 
Hospital  at  Sixth  and  Franklin  Streets  in  1909.  He 
also  could  take  credit  for  persuading  John  L.  Wil- 
liams to  give  a donation  in  memory  of  his  daughter 
Charlotte  that  began  the  flow  of  subscriptions  for 
the  Memorial  Hospital. 

After  Dr.  Johnston  was  elected  professor  of  di- 
dactic and  clinical  surgery  in  1893,  the  Old  Domin- 
ion Hospital,  adjacent  to  the  Egyptian  Building, 
was  refurbished  as  a teaching  hospital.  The  busy 
surgeon  worked  tirelessly  to  make  the  Medical 
College  of  Virginia  the  leading  medical  school  of  the 
south.  In  addition,  he  took  an  active  interest  in 
politics  as  president  of  the  Richmond  Academy  of 
Medicine  and  Surgery  in  1904,  and  in  1911  by 
writing  and  publishing  a clever  fable,  “The  Martin 
and  the  Woodpecker”,  that  influenced  the  senatori- 
al campaign.  He  came  by  politics  naturally.  His 


father  had  been  a United  States  senator  and  both  his 
uncle  and  grandfather  had  been  governors  of  Vir- 
ginia. A native  of  Tazewell  County,  Johnston  en- 
tered the  University  of  Virginia  School  of  Medicine 
and  on  completion  of  a one-year  course  there,  took 
a final  year  at  the  University  of  the  City  of  New 
York,  where  he  was  graduated  in  1876. 

Early  in  his  career  in  1879,  he  distinguished 
himself  by  becoming  the  first  Virginian  to  perform 
an  operation  under  the  aseptic  methods  of  the 
English  surgeon  Lord  Lister.  The  next  year,  he 
barely  escaped  participating  in  a duel.  Capt.  John  S. 
Wise,  the  Virginia  Military  Institute  cadet  of  New 
Market  fame,  called  him  out  for  allegedly  blackball- 
ing Wise’s  membership  in  the  Westmoreland  Club. 
The  authorities  halted  the  confrontation. 

Confrontation  followed  Dr.  Johnston,  although 
Virginius  Dabney  in  his  book  Richmond,  the  Story 
of  a City  laid  to  rest  the  long-held  belief  that  Dr. 
Hunter  Holmes  McGuire  and  Dr.  George  Ben  John- 
ston were  dread  enemies.  According  to  Dr.  Stuart 
McGuire,  his  father  declared  that  he  never  had  a 
quarrel  with  Dr.  Johnston,  but  that  the  trouble  had 
been  made  by  their  respective  patients  and  “that  his 
patients  and  Dr.  Johnston’s  patients  had  by  their 
loyalty  really  divided  the  city.”  In  fact,  the  medical 
community  had  been  sharply  split,  with  Dr.  John- 
ston, chairman  of  surgery  at  the  Medical  College  of 
Virginia,  leading  one  faction  and  Dr.  Hunter 
Holmes  McGuire,  founder  of  the  University  Col- 
lege of  Medicine,  the  other.  Dabney  quotes  the 
younger  McGuire  as  saying  that  the  rivalry  between 
the  two  schools  was  such  that  “runners  were  sent 
by  both  colleges  to  meet  incoming  trains  and  try  to 
secure  students,  and  other  undignified  measures 
were  resorted  to.” 

When  Stuart  McGuire  became  president  of  the 
University  College  of  Medicine  in  1905,  he  sought  a 
merger  with  the  Medical  College  of  Virginia.  This 
long  had  been  a goal  of  Dr.  Johnston,  and  he 
cooperated  to  effect  the  union  that  finally  came  to 
fruition  in  1913.  The  amalgamation  of  the  two 
medical  schools  eventually  put  an  end  to  the  fierce 
competition  and  bitter  fighting  of  the  followers,  but 
when  Dr.  Johnston’s  caricature  appeared,  the 
wounds  had  not  yet  healed.  Tempers  flared. 

Dr.  Henry  Clay  Smith  of  Crewe,  Virginia,  lit 
the  fuse  on  February  23  that  sent  medical 
circles  in  Richmond  reeling.  He  lodged 
written  charges  of  unprofessional  conduct  against 
Dr.  McGuire,  Dr.  Oppenheimer,  and  Dr.  Johnston 
with  the  Richmond  Academy  of  Medicine  and  Sur- 
gery and  with  The  Medical  Society  of  Virginia. 
Before  the  astonished  physicians  could  appear  and 


146 


VIRGINIA  MEDICAL/MARCH  1986 


VOLUME  113 


defend  themselves,  two  former  presidents  of  the 
Academy,  Dr.  John  Shelton  Horsley  and  Dr. 
Charles  Venable  Carrington,  wrote  to  Dr.  Smith 
advising  him  that  the  matter  was  going  to  come 
before  the  American  Surgical  Association  at  their 
April  meeting.  Furthermore,  they  told  him  that  as  a 
nonresident  member  of  the  Academy,  he  was  not  in 
a good  position  to  file  charges  and  that  the  senti- 
ment in  the  Academy  was  for  the  exoneration  of  the 
three  men.  They  asked  him  to  withdraw  his 
charges. 

Smith,  although  of  a combative  nature  (he  tackled 
the  Governor  a few  years  later),  acquiesced  in  the 
request  and  wrote  to  Dr.  Alexander  Brown,  Jr., 
president  of  the  Academy,  to  ask  him  to  hold  his 
charges  until  after  the  meeting  of  the  American 
Surgical  Association.  Unbeknownst  to  Smith, 
whose  target  had  been  McGuire  because  of  a prohi- 
bition dispute,  only  Johnston  faced  the  charges. 
Long-standing  grudges  simmered  against  Dr.  John- 
ston, a power  in  the  American  Surgical  Association, 
over  several  recommendations  that  he  had  made 
about  membership  in  the  honorary  surgical  group 
and  for  other  matters.  The  younger  McGuire’s 
admission  had  been  blocked  for  seven  or  eight  years 
and  was  pending  at  the  time. 

The  cartoon  series,  which  only  a few  weeks 
earlier  had  caused  “much  good  humored  chafing 
and  badinage,”  took  an  unpleasant  turn.  The  end  of 
the  series  two  weeks  after  Smith’s  missile  did  not 
silence  the  critics.  The  next  episode  in  the  affair 
occured  on  September  28,  1915,  when  Dr.  Johnston 
received  a letter  from  Dr.  Alexander  H.  Craig, 
secretary  of  the  Judicial  Council  of  the  American 
Medical  Association.  Dr.  Craig  informed  him  of  the 
charges  of  his  breach  of  medical  ethics  as  defined 
by  the  AMA  regarding  advertising. 

Dr.  Johnston  replied  on  October  1,  1915,  asking 
Dr.  Craig  to  answer  two  questions:  Who  was  the 
accuser  and  who  else  was  charged  with  the  offense? 
Dr.  Craig  wrote  to  Dr.  Johnston  telling  him  that  he 
was  the  only  physician  with  charges  pending  before 
the  Judicial  Council  and  that  he  could  not  name  the 
accusers.  Dr.  Johnston  set  about  preparing  his 
defense  by  contacting  the  new  editor  and  president 
of  the  Richmond  Evening  Journal,  Alfred  R.  Wil- 
liams. Williams,  who  was  familiar  with  the  local 
cartoon  series  as  well  as  those  in  other  cities, 
insisted  that  he  had  never  heard  of  it  being  regarded 
as  an  advertising  feature.  Moreover,  a number  of 
citizens  were  in  cartoon  who  could  receive  no 
advertising  value,  such  as  Governor  Stuart,  ineligi- 
ble for  reelection  and  not  a candidate  for  anything, 
the  mayor  and  the  high  constable,  of  Richmond  and 


a bishop,  among  others. 

The  agreements  with  the  newspaper  of  all  three 
physicians  had  disappeared  from  the  files  of  the 
newspaper,  and  Dr.  McGuire's  cartoon  had  been 
cut  out  of  the  papers  in  the  files  when  Dr.  Johnston 
requested  them.  Editor  Cooke  attributed  the  theft 
to  the  promoter's  men,  who,  he  suspected,  had 
been  bribed  to  steal  the  documents.  Lacking  evi- 
dence, Dr.  Johnston  asked  Dr.  McGuire  for  a 
statement  as  to  his  knowledge  of  the  entire  affair. 
Dr.  McGuire  obliged,  after  consulting  with  Dr. 
Carrington,  his  long-time  friend.  The  written  recol- 
lections of  McGuire  and  Carrington  differed  sub- 
stantially. Each  stood  by  his  own  account,  howev- 
er, with  McGuire  contending  that  none  of  the  three 
in  cartoon  had  done  anything  that  would  substanti- 
ate any  serious  charges. 

Dr.  Johnston  left  Richmond  by  train  on  Novem- 
ber 3,  1915  to  answer  the  charges  before  the  Judicial 
Council  of  the  American  Medical  Association  in 
Chicago.  The  hearing  was  of  more  than  passing 
interest  to  the  medical  profession  in  Chicago  be- 
cause over  100  physicians  had  been  in  cartoon  when 
“Chicagoans  As  We  See  ’Em”  was  published  in 
1904.  After  lengthy  deliberation,  the  Judicial  Coun- 
cil by  unanimous  vote  acquitted  Dr.  Johnston  of 
any  and  all  charges.  He  was  also  cleared  by  the 
American  Surgical  Association.  Long  a sufferer 
from  a heart  ailment,  Dr.  Johnston  died  suddenly 
about  a year  after  his  exoneration.  Ironically,  sever- 
al years  before  the  cartoon  incident,  Dr.  Hunter 
McGuire  and  Dr.  Johnston  had  both  endorsed  Val- 
entine’s Meat  Juice  in  advertisements  without  being 
criticized. 

The  physicians  in  cartoon  in  Richmond  had 
far-reaching  effects.  The  Richmond  Times 
Dispatch  of  November  6,  1915  noted  that 
the  Judicial  Council’s  decision  was  interpreted  by 
the  medical  profession  “as  a breakdown  of  the 
overrigid  interpretation  ....  given  to  medical  eth- 
ics in  regard  to  advertising.” 

Thus  a simple  ploy  to  increase  the  circulation  of  a 
local  newspaper  and  at  the  same  time  cause  reader 
interest  ended  in  badly  fractured  feelings  and  a 
divisiveness  that  unfortunately  has  not  yet  been 
totally  put  to  rest.  The  most  lasting  effect,  however, 
was  the  breaking  down  of  the  standard  of  ethics  of 
the  American  Medical  Association  on  physician 
advertising.  The  camel’s  nose  was  in  the  tent.  The 
erosion  of  ethics  in  advertising  for  medical  doctors 
was  aided  and  abetted  by  a 1915  cartoon  misadven- 
ture and  continues  today. 

Bibliography  on  request. 
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ABSTRACTS 

These  are  selected  abstracts  of  papers  presented  at  the  20th  Annual  Meeting  of  the  Virginia  Dermatologi- 
cal Society  on  November  9-10,  1985,  in  Hot  Springs. 


Treatment  of  Pyoderma  Gangrenosum  with  Hyper- 
baric Oxygen.  Michael  E.  Moreland,  MD,  Chesa- 
peake. 

A 45-year-old  white  male  had  a three  year  history 
of  ulcers  involving,  at  various  times,  the  index 
finger,  left  hand  and  forearm  to  the  elbow,  left 
lower  leg  and  ankle.  These  inflammatory,  destruc- 
tive lesions  had  resulted  in  flexion  contractures  of 
the  affected  arm  and  necessitated  amputation  of  the 
index  finger.  Biopsy  of  a lesion  demonstrated  ne- 
crosis and  a superficial  inflammatory  process  with- 
out other  specific  features.  Multiple  cultural  and 
serologic  studies  were  negative.  A diagnosis  of 
pyoderma  gangrenosum  was  made.  The  patient  was 
seen  at  several  major  medical  centers  and  treated 
unsuccessfully  with  a variety  of  approaches,  includ- 
ing pulse  corticosteroid  therapy,  dapsone,  cyclo- 
phosphamide and  other  immunosuppressive  agents. 
At  the  Institute  for  Emergency  Medical  Services  of 
the  University  of  Maryland,  transcutaneous  mea- 
surement of  P02  levels  revealed  abnormal  values  in 
areas  of  dermis  adjacent  to  his  ulcerative  lesions. 
He  subsequently  received  65  hyperbaric  oxygen 
treatments,  resulting  in  complete  healing  of  the  leg 
lesions  and  partial  clearing  of  the  arm  lesions.  He  is 
now  being  successfully  managed  on  topical  therapy 
alone.  Pyoderma  gangrenosum  may  be  difficult  to 
distinguish  from  other  chronic  ulcerating  condi- 
tions, particularly  factitial  ulcers.  Hyperbaric  oxy- 
gen is  a viable  means  of  therapy  for  patients  with 
this  disorder. 

Neonatal  Hemangiomatosis.  George  B.  Fisher,  Jr., 
MD,  Charlottesville. 

A 10- week-old  black  female  infant  was  admitted 
for  cough,  respiratory  difficulty,  and  multiple  cuta- 
neous hemangiomas.  She  was  born  to  an  18-year- 
old  primigravida  who  had  presented  with  premature 
rupture  of  membranes  and  preeclampsia.  The  child 
was  delivered  vaginally;  the  placenta  was  slightly 
atrophic  with  a 10%  abruption.  No  skin  lesions 
were  noted  at  birth,  although  there  were  other 
problems,  including  low  birth  weight,  hyperbilirubi- 
nemia responsive  to  phototherapy,  and  a palpable 
liver  1 cm  below  the  right  costal  margin.  Findings 
on  this  subsequent  admission  included  tachypnea, 


intercostal  retractions,  mild  rhonchi  and  rales.  Nu- 
merous red  hemangiomas  were  observed  over  the 
body  surface,  including  the  lower  lip  and  labia 
majora,  ranging  in  size  from  pinpoint  to  1.5  cm  in 
diameter.  The  largest  lesion,  on  the  presacral  area, 
showed  central  depression  and  minimal  ulceration. 
Laboratory  studies  included  a hematocrit  of  32% 
and  a platelet  count  of  650,000  mm3.  During  a brief 
hospitalization,  her  respiratory  status  improved 
with  conservative  therapy.  Followup  at  four 
months  of  age  indicated  that  although  the  hemangi- 
omas remained,  many  had  become  darker  in  color, 
perhaps  suggesting  early  involution.  Diffuse  neona- 
tal hemangiomatosis  has  been  reported  several 
times  in  the  literature.  As  reported  here,  it  may  be  a 
benign  process,  but  a case  with  heart  failure  and 
thrombocytopenia  has  been  described. 

Kaposi’s  Sarcoma  in  a Bisexual  Male  with  Labora- 
tory Tests  Not  Diagnostic  of  AIDS.  David  M.  Par- 
ishes MD,  Norfolk. 

A 60-year-old  man  described  a history  of  lesions 
of  the  legs  that  had  been  present  for  several  years 
but  had  dramatically  increased  in  number  over  the 
past  6 months.  He  was  of  Western  European  ex- 
traction, married  with  children,  but  admitted  to 
multiple  casual  bisexual  contacts  over  the  past  few 
years.  Examination  revealed  violaceous  lichenoid 
plaques  and  tumors  located  on  the  anterior  lower 
legs.  Histopathologic  features  of  a typical  lesion 
included  a dermal  proliferation  of  spindle-shaped 
endothelial  cells;  some  of  these  were  in  masses,  and 
others  formed  endothelial-lined  spaces.  Pertinent 
laboratory  values  included  a white  blood  cell  count 
of  5900,  hemoglobin  of  17.2,  and  a differential  count 
including  74  polymorphonuclear  leukocytes,  1 band, 
20  lymphocytes,  4 monocytes,  and  1 eosinophil. 
Helper  T cells  were  22.2  with  a control  of  52.8 
(normal  = 43.2-56.6),  and  suppressor  T cells  were 
7.9  with  a control  of  11.9  (normal  = 3. 1-9.5),  for  a 
helper/suppressor  ratio  of  2.8  (normal  = 1. 2-3.0). 
Serologic  testing  for  antibody  to  HTLV-III  virus 
was  negative.  This  patient  presented  with  Kaposi's 
sarcoma  and  with  a history  suggesting  AIDS,  but 
the  lymphocyte  abnormalities  of  that  disorder  were 
not  observed.  Longer  followup  and  studies  of  addi- 
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tional  patients  will  be  necessary  to  determine  the 
longterm  prognosis  for  patients  presenting  with  this 
combination  of  findings. 

Blastomycosis-Like  Pyoderma  (Pyoderma  Vegetans) 
Associated  with  Ulcerative  Colitis.  Robert  J.  Pariser, 
MD,  Norfolk. 

Over  a 14-month  period,  a 30-year-old  woman 
had  developed  draining,  tender,  crusted,  purulent 
plaques  on  the  lower  legs.  Initial  biopsies  were 
nondiagnostic,  and  cultures  grew  mixed  flora,  occa- 
sionally including  Staphylococcus  auerus  or  Pseu- 
domonas aeruginosa.  Fungal  and  AFB  cultures 
were  negative;  other  laboratory  studies  were 
unrevealing,  and  x-rays  failed  to  show  evidence  for 
osteomyelitis.  Treatments  included  multiple 
courses  of  anti-microbials,  a trial  of  griseofulvin, 
and  local  care  including  soaks,  topical  antibiotics 
and  topical  corticosteroids.  Response  to  treatment 
was  poor,  but  compliance  was  thought  to  be  a 
significant  problem.  Skin  grafting  of  a persistently 
affected  area  was  performed  but  was  eventually 
followed  by  recurrence  at  the  margins.  The  patient 
was  later  admitted  for  an  exacerbation,  character- 
ized by  the  formation  of  lesions  with  heaped-up, 
annular  borders  and  central  scarring.  Biopsies  of 
these  lesions  showed  pseudoepitheliomatous  hyper- 
plasia, sinus  tract  formation,  and  a dense  dermal 
inflammatory  infiltrate  with  abscess  formation,  con- 
sistent with  blastomycosis-like  pyoderma.  During 
this  hospitalization,  she  was  evaluated  for  bloody 
diarrhea,  and  sigmoidoscopy  and  intestinal  biopsy 
showed  ulcerative  colitis.  Oral  prednisone  therapy 
resulted  in  clearing  of  both  skin  and  gastrointestinal 
symptoms.  On  tapering  of  systemic  steroids  the 
skin  lesions  flared,  but  this  was  controlled  on  up  to 
200  mg  a day  of  dapsone.  Eventually,  all  therapy 
was  discontinued,  without  recurrence  of  the  le- 
sions. Blastomycosis-like  pyoderma  may  be  accom- 
panied by  ulcerative  colitis;  as  in  this  case,  therapy 
directed  at  the  colitis  may  result  in  improvement  of 
the  skin  lesions. 

Post  Mastectomy  Angiosarcoma:  Stewart-Treves 
Syndrome.  Charles  R.  Pauly,  MD,  Waynesboro. 

This  is  a report  of  a 73-year-old  white  female  who 
developed  angiosarcoma  13  years  after  radical  mas- 
tectomy for  breast  carcinoma.  There  was  no  history 
of  radiation  therapy.  The  patient  had  palliative 
results  with  chemotherapy  and  died  9 months  after 
the  diagnosis  was  made.  Although  this  is  the  best 
known  setting  for  this  form  of  sarcoma,  it  can  also 
arise  in  severely  edematous  extremities  in  the  ab- 
sence of  a preceding  tumor,  especially  in  congenital 


lymphedema.  Lesions  consist  of  cutaneous  nodules 
of  bluish  color  that  can  increase  rapidly  in  size  and 
undergo  ulceration.  Early  diagnosis  and  radical 
surgery  are  the  best  hopes  for  longterm  survival, 
but  generally  the  prognosis  is  poor.  Stewart-Treves 
angiosarcoma  may  arise  many  years  after  radical 
mastectomy  for  breast  carcinoma. 

Kaposi’s  Varicelliform  Eruption.  Robin  Roberts, 
MD,  Charlottesville . 

A 41-year-old  white  man  with  a 24-year  history  of 
Darier’s  disease  complicated  by  recurrent  bacterial 
infections  presented  with  spiking  fevers,  dysphagia, 
emesis,  and  generalized  hemorrhagic  crusted  pap- 
ules. Physical  examination  revealed  diffuse  hemor- 
rhagic crusts  and  edema  over  the  face,  neck,  and 
extremities  with  verrucous  yellow-brown  papules 
over  the  trunk.  Multiple  scattered  turbid  vesicles 
were  present  on  the  lower  extremities.  Skin  biopsy 
revealed  extensive  denudation  of  the  epidermis; 
areas  of  epidermis  that  remained  showed  suprabasi- 
lar  acantholysis,  characteristic  of  Darier’s  disease. 
Parakeratosis  and  dyskeratosis  were  noted,  but 
distinctive  viral  changes  were  absent.  Tissue  cul- 
tures revealed  herpes  simplex  infection  as  well  as 
infection  with  Staphylococcus  aureus.  On  treat- 
ment with  both  vancomycin  and  acyclovir,  the 
fevers  resolved  and  skin  lesions  gradually  cleared. 
Kaposi’s  varicelliform  eruption  is  a severe  and 
potentially  life-threatening  disease  that  can  accom- 
pany disorders  of  keratinization  and  other  chronic 
inflammatory  skin  diseases,  such  as  atopic  dermati- 
tis. Physicians  should  be  aware  of  the  clinical 
presentation  of  and  forms  of  treatment  for  this 
disorder. 

Linear  Nevus  Sebaceus  Syndrome:  A Neurocutane- 
ous  Disorder.  Reginald  B.  Henry,  MD,  Charlottes- 
ville. 

At  birth,  a child  was  noted  to  have  multiple 
plaques  of  tightly  packed  yellow  papules  scattered 
bilaterally  over  the  face,  scalp,  and  midline  of  the 
chest.  There  was  a prominent  linear  array  of  pap- 
ules extending  from  a forehead  plaque  down  the 
midline  of  the  nose.  The  child  developed  seizures, 
which  were  controlled  with  phenobarbital.  Micro- 
scopic features  of  the  skin  lesions  included  multiple 
sebaceous  glands  with  hyperkeratosis,  consistent 
with  nevus  sebaceus.  Linear  nevus  sebaceus  syn- 
drome represents  a clinical  and  histologic  subset  of 
the  epidermal  nevus  syndrome.  Associated  features 
include  seizures  and  mental  retardation.  Other  ab- 
normalities have  included  hamartomas  of  mesen- 
chymal structures  and  increased  risk  for  neoplastic 
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transformation.  Recognition  of  these  extensive  cu- 
taneous changes  should  prompt  a neurologic  and 
ophthalmologic  investigation  of  patients  at  an  early 
stage. 

Generalized  Pustular  Psoriasis — Response  to  Etretin- 
ate. Tell  Flowers,  MD,  Charlottesville. 

A 71 -year-old  black  male  had  a long  history  of 
recurrent  erythroderma  refractory  to  conservative 
therapy.  In  1980  he  developed  generalized  pustular 
psoriasis,  initially  controlled  with  methotrexate  but 
requiring  progressively  higher  doses,  resulting  in 
extensive  oral  and  genital  ulcerations.  Physical  ex- 
amination on  admission  revealed  patches  of  erythe- 
ma studded  with  minute  pustules  on  the  neck, 
palms,  and  abdomen.  Erosions  were  present  on  the 
lower  lip,  buccal  mucosa,  penis  and  scrotum.  Labo- 
ratory studies  showed  a mild  macrocytic  anemia, 
and  skin  biopsy  confirmed  the  diagnosis  of  pustular 
psoriasis.  During  a 1-month  hospitalization,  the 
patient  experienced  recurrent  waves  of  generalized 
pustular  psoriasis  with  accompanying  systemic  tox- 
icity, despite  treatment  with  intermittent  metho- 
trexate and  a 2-week  course  of  13-cis  retinoic  acid. 
He  was  then  begun  on  etretinate,  and  gradually  his 
waves  of  pustular  psoriasis  subsided.  He  continued 
to  be  well-controlled  after  three  months  of  follow- 
up. The  new  aromatic  retinoid,  etretinate,  may  be 
beneficial  in  the  management  of  this  severe  form  of 
pustular  psoriasis. 

Papillon-Lefevre  Syndrome.  Tien  Q.  Nguyen,  MD, 
Charlottesville. 

A 21 -year-old  woman  presented  with  a history  of 
cutaneous  and  dental  abnormalities.  She  developed 
thickened  soles  and  Assuring  of  the  feet  at  three 
years  of  age,  causing  pain  on  walking.  At  age  16  she 
developed  gingivitis  and  periodonitis;  despite  ex- 
tensive surgery,  she  was  edentulous  two  years 
later.  At  age  17  she  developed  severe  palmar  hyper- 
keratosis, for  which  various  topical  treatment  regi- 
mens had  been  of  limited  benefit.  The  psychological 
impact  of  this  disorder  had  been  great.  Physical 
examination  revealed  reddened,  keratotic  palms 
and  soles  with  multiple  fissures.  Psoriasiform 
plaques  were  absent  on  the  elbows  and  knees.  The 
patient  was  wearing  dentures.  Skin  biopsy  showed 
psoriasiform  epidermal  hyperplasia  with  prominent 
parakeratosis.  A diagnosis  of  Papillon-Lefevre  syn- 
drome was  made.  The  patient  was  begun  on  13-cis 
retinoic  acid  at  1 mg/kg  per  day  and  experienced  a 
dramatic  response  after  2 weeks  of  therapy.  There 
was  a marked  decrease  in  the  hyperkeratosis  and 
fissures  were  absent;  the  patient  had  full  function  of 


all  digits.  Papillon-Lefevre  syndrome  consists  of 
palmoplantar  hyperkeratosis  and  periodontosis. 
Other  abnormalities  have  included  hyperhidrosis, 
sparse  hair,  and  ectopic  calcification  in  the  choroid 
plexus  and  tentorium.  It  is  believed  to  be  inherited 
as  an  autosomal  recessive  trait.  Etretinate  may 
have  a place  in  the  management  of  this  disorder. 

Histiocytosis  X.  Timothy  Sawyer,  MD,  Charlottes- 
ville. 

A 10-month-old  female  was  admitted  for  evalua- 
tion of  fever,  rash,  weight  loss  and  recurrent  epi- 
sodes of  otitis  media.  She  had  been  well  until  3 
months  of  age,  when  a recalcitrant  “diaper  rash” 
developed.  By  5 months  of  age  a seborrhea-like 
eruption  was  apparent  on  the  scalp,  and  recurrent 
episodes  of  otitis  media  were  occurring  by  7 months 
of  age.  Physical  examination  revealed  a febrile, 
chronically  ill-appearing  infant  with  scattered  small 
scaly  papules  over  the  scalp,  associated  with  a few 
petechial  lesions.  Erythematous  crusted  plaques 
were  present  in  the  axillary  and  perineal  regions. 
Extensive  infiltrates  of  the  lateral  palate  were  noted 
near  the  gingivae.  Other  abnormalities  included 
cervical  adenopathy  and  an  enlarged  liver.  Labora- 
tory abnormalities  included  leukocytosis,  thrombo- 
cytosis, and  elevated  liver  function  tests.  Multiple 
lytic  defects  were  noted  on  skull  x-ray.  Biopsy  of  a 
scalp  lesion  revealed  an  upper  dermal  infiltrate  of 
histiocytes  with  indented  and  convoluted  nuclei; 
scattered  lymphocytes,  neutrophils,  and  eosino- 
phils were  also  present.  Histiocytosis  is  an  uncom- 
mon disorder.  Recognition  of  the  characteristic 
cutaneous  changes  is  important  in  prompting  an 
investigation  of  the  extent  of  systemic  involvement 
and  a determination  of  appropriate  therapy. 

Autoerythrocyte  Sensitization  Syndrome.  Robert  B. 
Scoggins,  MD,  Richmond. 

An  otherwise  well  18-year-old  white  female  has 
for  2 years  had  self-limited  episodes  of  varying 
frequency  in  which  usually  symmetrical  erythema- 
tous macules  spontaneously  appear  on  the  extrem- 
ities and  rarely  on  the  face.  The  macules  evolve 
within  48  hours  into  tender  papules,  plaques  and 
nodules  of  erythematous  to  violaceous  color.  Those 
fade  in  a few  days  to  a more  deeply  violaceous 
bruised  appearance,  and  further  into  yellow  and 
green  mottled  macules,  disappearing  in  two  to  three 
weeks.  Appearance  of  lesions  may  be  preceded  by 
headaches,  malaise,  presternal  discomfort,  chilly 
sensations,  sweating,  arthralgias,  and  a variety  of 
sensations  at  the  sites  to  be  involved.  No  history  of 
trauma  to  the  sites  can  be  obtained.  Some  episodes 
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have  possibly  been  associated  with  emotional  trau- 
ma. Hemogram,  platelet  count,  ESR,  cryoglobu- 
lins, RA  factor,  ANA,  and  serum  immunoglobulin 
levels  were  normal  or  negative.  Coagulopathy  stud- 
ies (Dr.  Nancy  B.  McWilliams)  were  normal  except 
for  platelet  aggregation  with  epinephrine.  Four  skin 
biopsies  showed  no  remarkable  microscopic  pathol- 
ogy. No  effective  treatment  is  known  for  this  rare 
disorder  of  unknown  etiology. 

Cutaneous  Myiasis,  Probably  Due  to  Dermatobia 
Hominis.  James  W.  Patterson,  MD,  and  Lawrence 
E.  Blanchard  III,  MD,  Richmond. 

Within  the  space  of  one  month,  two  patients  were 
seen  in  Richmond  with  similar  disorders:  A 30-year- 
old  American  nurse  who  had  visited  her  missionary 
parents  in  Bolivia  was  bitten  on  the  right  lower  leg 
and  developed  a persistent  nodule,  and  a 40-year- 
old  white  man  was  bitten  on  the  scalp  while  in 
Brazil  on  business;  oral  erythromycin  therapy  had 
no  effect  on  the  scalp  lesion.  In  each  case,  physical 
examination  revealed  a dome-shaped  nodule;  the 
scalp  lesion  had  a central  pore  that  discharged  a 
watery,  blood-tinged  material.  On  biopsy  of  the  first 
lesion,  a green  larva  was  extracted  that  under  the 
dissecting  microscope  showed  characteristic  rows 
of  hooklets.  Histologically,  the  cyst  showed  a fi- 
brous wall,  mixed  acute  and  granulomatous  inflam- 
mation, and  fragments  of  foreign  material.  In  the 
second  case,  the  larva  was  extracted  by  incision 
and  drainage;  histologic  study  showed  characteris- 
tics of  a fly  larva  consistent  with  the  botfly,  Derma- 
tobia hominis.  Both  wounds  healed  uneventfully. 

There  are  several  clinical  forms  of  dermal  myia- 
sis. The  furuncular  variety,  described  here,  is  com- 
mon in  southern  regions  between  Mexico  and  Ar- 
gentina, and  most  commonly  produced  by  larvae  of 
Dermatobia  hominis.  Considerable  pain  and  dis- 
comfort are  associated  with  this  infestation,  which 
lasts  an  average  of  49  days.  Successful  extraction 
procedures  include  the  use  of  a local  anesthetic 
such  as  xylocaine  and  the  application  of  pork  fat  to 
the  wound.  Dermal  myiasis  is  being  encountered 
with  increasing  frequency  in  temperate  zones,  espe- 
cially in  individuals  who  travel  to  endemic  areas. 

Cutaneous  Botryomycosis  in  a Patient  With  Acquired 
Immunodeficiency  Syndrome  (AIDS).  James  W.  Pat- 
terson, MD,  Richmond. 

A 26-year-old  homosexual  male  with  suspected 
AIDS  presented  with  a 3-month  history  of  pruritic 
papulonodular  lesions.  He  also  had  a 1-year  history 
of  recurrent  fevers,  headaches,  diarrhea  and  a non- 
productive cough.  Physical  examination  revealed 


numerous  papulonodules  involving  the  chest,  back, 
and  upper  arms;  cervical  adenopathy  was  also 
noted.  Laboratory  studies  included  leukopenia,  ele- 
vated liver  function  studies,  and  a reversal  of 
the  helper: suppressor  T cell  ratio.  Skin  biopsies 
showed  marked  acanthosis  and  upper  dermal  neu- 
trophilic infiltration  surrounding  grain-like  struc- 
tures. The  latter  consisted  of  eosinophilic  cuticles 
surrounding  clusters  of  gram-positive  cocci.  Im- 
munoperoxidase  studies  showed  IgG  coating  of  the 
organisms  and  the  inner  surface  of  a cuticle.  Culture 
and  mouse  inoculation  studies  using  biopsy  material 
were  negative.  Other  clinical  problems  included 
oral  thrush,  generalized  atypical  mycobacterial  in- 
fection, persistent  anorectal  herpes  simplex  ulcer- 
ations, and  probable  CMV  chorioretinitis.  The  pa- 
tient died  after  developing  increasing  pulmonary 
symptoms  and  focal  neurologic  signs.  Botryomyco- 
sis is  an  unusual  manifestation  of  bacterial  infection 
that  has  histologic  resemblances  to  actinomycosis 
and  the  mycetomas.  Organisms  are  often  difficult  to 
culture  and  resistant  to  antimicrobial  therapy.  Pa- 
tients with  AIDS  have  depressed  cell-mediated  im- 
munity in  the  face  of  a normal  or  hyperactive 
humoral  immune  system.  Similar  immunologic  ab- 
normalities have  been  noted  in  patients  with  botryo- 
mycosis who  do  not  have  AIDS. 

Juvenile  Xathogranuloma  and  Intralesional  5Fu 
Therapy.  Michael  E.  Moreland,  MD,  Chesapeake. 

A 16-year-old  male  presented  with  a firm,  pink, 
nodular  lesion  on  the  right  side  of  the  nose  that  had 
been  present  for  5-6  weeks  and  had  grown  steadily 
in  size  during  this  time.  A thin,  necrotic  crust  was 
observed  on  the  surface  of  the  lesion.  The  differen- 
tial diagnosis  included  giant  molluscum  contagio- 
sum,  keratoacanthoma,  basal  cell  carcinoma  and 
giant  trichoepithelioma.  A shave  removal  was  per- 
formed under  local  anesthesia.  Histologic  examina- 
tion showed  a dermal  proliferation  of  fibroblasts 
and  histiocytes  with  vesicular  nuclei,  small  nucleoli 
and  abundant  eosinophilic  cytoplasm.  Scattered 
throughout  were  multinucleated  giant  cells,  each 
with  a peripheral  “wreath”  of  nuclei  surrounded  by 
foamy  material,  i.e.,  Touton  giant  cells.  A diagnosis 
of  juvenile  xanthogranuloma  was  made.  Within  a 
month  of  the  initial  shave  biopsy,  the  lesion  had  re- 
grown to  its  former  size.  A repeat  shave  excision 
was  performed,  accompanied  by  infiltration  of  the 
base  of  the  lesion  with  5/10  cc  of  5-fluorouracil  at  a 
concentration  of  50  /ug/ml.  The  treatment  was  ac- 
companied by  minimal  pain  and  moderate  erythe- 
ma. There  was  no  recurrence  in  3 months  of  obser- 
vation, and  the  cosmetic  result  was  very  acceptable. 
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MEDICINE  AND  THE  LAW 


“Each  is  dependent  on  the  other” 


The  expanded  complexities  of  modern  day 
medicine  promote  the  growth  of  legal  involve- 
ment at  a constantly  accelerating  rate.  The  practi- 
tioner no  longer  remains  detached  and  free  to 
function  on  a one-to-one  basis.  Legal  implications 
inherent  in  every  physician-patient  relationship  de- 
mand constant  vigilance  to  avoid  the  pitfalls  that 
lead  to  major  disruptions  of  tranquility  and  erode 
compassion  and  mutual  trust. 

An  abundance  of  physicians  and  an  even  greater 
abundance  of  attorneys  has  led  inevitably  to  greater 
entanglement,  one  with  the  other.  Where  once  a 
patient  got  sick,  was  treated,  and,  hopefully,  got 
well,  and  that  was  that,  now  every  contact  between 
physician  and  patient  carries  legal  overtones. 

Similarly,  the  risk  extends  to  educators,  re- 
searchers, administrators,  and  to  the  many  para- 
medical people  without  whom  our  system  could  not 
function.  Our  changing  and  expanding  environment 
sees  greater  involvement,  interest,  and  concern  by 
the  laity,  who  are  aided  and  abetted  by  the  media. 
The  appeal  of  megabuck  awards  by  juries  for  real  or 
imagined  wrongs  inflames  and  sends  people  scurry- 
ing for  a share.  Little  does  it  matter  who  pays. 

Antagonistic  attitudes  on  the  part  of  either  law- 
yers or  physicians  do  not  serve  the  best  interests  of 
anyone.  Where  it  occurs,  the  patient  loses  and 
pays.  Be  it  on  a local,  regional,  or  national  level,  a 


cooperative  effort  reduces  financial,  legal,  and  emo- 
tional morbidity  for  everyone. 

Toward  the  end  of  obtaining  optimum  and  just 
benefits  for  all,  the  Liaison  Committees  of  The 
Medical  Society  of  Virginia  and  the  Virginia  State 
Bar  have  worked  together  diligently  for  some  years 
in  an  effort  to  establish  equitable  guidelines  for  use 
by  both  professions.  The  result  is  the  detachable 
brochure  you  see  here,  Principles  of  Cooperation 
for  Physicians  and  Attorneys  in  the  Commonwealth 
of  Virginia,  first  published  in  1980  and  brought  up  to 
date  for  this  second  edition  by  the  physicians  and 
attorneys  listed  on  its  last  page. 

We  who  worked  to  formulate  these  principles 
commend  them  to  you.  We  feel  their  application 
will  best  serve  the  patient/client  and  will  benefit 
both  physicians  and  lawyers  in  their  dealings. 

Lawyers  are  lawyers,  and  doctors  are  doctors, 
and  “never  the  twain — but  each  is  dependent  on 
the  other.  Each  is  sworn  to  serve  the  patient/client. 
Therein  lies  the  honor  that  may  accrue  to  either. 

Claude  P.  Sherman,  MD 

As  chairman  of  The  Medical  Society  of  Virginia’s 
Liaison  Committee  to  the  State  Bar,  Dr.  Sherman  headed 
the  contingent  of  physicians  who  contributed  to  the 
Principles  of  Cooperation.  He  is  an  orthopedic  surgeon 
practicing  at  1087  Spruce  Street,  Martinsville  VA  24112. 


“The  disputes  could  have  been  avoided” 


For  many  years  the  Virginia  State  Bar  has 
encouraged  formal  liaisons  with  other  profes- 
sionals. The  alliance  with  The  Medical  Society  of 
Virginia  was  natural.  Physicians  and  attorneys 
throughout  the  Commonwealth  have  many  attri- 
butes in  common.  To  become  professionals,  they 
both  undertake  rigorous  courses  of  study;  to  main- 
tain professional  credentials,  they  both  are  licensed 
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and  supervised  by  state  agencies;  to  provide  the 
best  care  and  services  to  their  patients  and  clients, 
they  both  abide  by  high  ethical  standards.  The  Joint 
Committee  on  Medico-Legal  Liaison  seeks  to  draw 
on  these  commonalities  to  foster  medical  under- 
standing. 

Specifically,  the  Joint  Committee  is  charged  with 
engendering  cooperation  between  the  professions 
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and  resolving  disagreements  which  arise  from  time 
to  time.  The  Virginia  State  Bar  and  The  Medical 
Society  of  Virginia  each  appoint  ten  of  its  members 
to  the  Joint  Committee  annually  to  carry  out  this 
charge.  The  physicians  and  attorneys  on  the  Joint 
Committee  have  developed  many  opportunities  for 
education  and  dialogue  at  local  and  statewide  lev- 
els. The  Principles  of  Cooperation  has  been  the 
major  focus  of  the  Joint  Committee  since  1980. 

The  basis  for  this  work  was  a publication  previ- 
ously developed  by  the  Fairfax  County  Bar  Associ- 
ation and  the  Fairfax  County  Medical  Society.  It 
should  be  noted  that  the  Principles  were  not  intend- 
ed to  be  law  or  ethical  rules  binding  on  the  two 
professions,  and  the  Joint  Committee  has  no  power 
to  enforce  them. 

From  all  reports  to  the  Joint  Committee,  the  first 
edition  has  been  used  extensively.  It  was  provided 
to  each  member  of  The  Medical  Society  of  Virginia 
and  made  available  to  all  lawyers.  Questions  did 
arise,  however,  regarding  the  application  of  certain 
provisions.  For  example,  the  Joint  Committee’s 
chairmen  have  responded  to  complaints  about  the 
failure  to  pay  a physician’s  reasonable  charge  for 
the  duplication  of  a medical  report  prepared  at  the 
request  of  an  attorney  for  his  client,  the  full  pay- 
ment of  an  attorney’s  contigency  fee  in  an  automo- 
bile accident  case  in  contrast  to  the  pro  rata  distri- 
bution of  the  remaining  settlement  funds  among 
health  providers  treating  the  victim,  and  the  failure 
to  compensate  a physician  for  lost  office  time  upon 
cancellation  of  subpoenaed  testimony.  Each  of 
these  disputes  could  have  been  avoided  initially  or 
resolved  with  a good  faith  effort  by  both  profession- 
als to  apply  the  Principles. 

In  this  second  edition,  the  subject  and  number  of 
the  principles  has  not  changed.  The  substantive 
amendments  were  limited  to  Principles  Two,  Five, 
and  Seven.  The  substantive  amendments  were  lim- 
ited to  Principles  Two,  Five  and  Seven. 

The  most  controversial  principle  among  lawyers 
is  Principle  Two  on  privilege.  As  physicians  are 
aware,  plaintiffs  lawyers  in  personal  injury  cases 
are  often  interested  in  minimizing  medical  disclo- 
sures in  advance  of  trial,  while  defense  attorneys 
seek  to  discover  any  and  all  information  about  a 
plaintiff  and  his/her  medical  condition.  Virginia 
Code  § 8.01-399  sets  forth  the  legal  scope  of  privi- 
leged communications  between  a doctor  and  patient 
in  the  context  of  such  a lawsuit.  Principle  Two 
restates  the  physician’s  statutory  obligation  to  dis- 
close appropriate,  related  medical  information  to 
third  parties,  in  abrogation  of  the  patient-physician 


privilege,  but  the  language  has  been  amended  to 
clarify  that  physicians  may  properly  seek  assur- 
ances from  third  parties  prior  to  disclosure  of 
confidential  information.  The  legal  controversy  is 
whether  prior  assurances  should  be  mandated  be- 
fore disclosure  by  the  statute — an  issue  beyond  the 
scope  of  these  principles. 

Release  of  medical  records  to  third  parties  is 
addressed  in  the  second  paragraph  of  Principle 
Two.  In  conjunction  with  the  more  general  Princi- 
ple Seven,  the  amended  language  restates  Virginia 
Code  § 8.01-413  on  release  of  medical  records.  The 
confusion  which  often  arises  from  this  statute  re- 
lates to  disclosure  possibly  resulting  in  physical  or 
emotional  harm  to  the  patient.  Release  of  medical 
records  under  these  circumstances,  as  restated  in 
these  principles,  is  nonetheless  required  to  a desig- 
nated third  party,  such  as  the  patient’s  attorney. 
The  ownership  of  various  types  of  medical  records 
in  accordance  with  opinions  of  the  Virginia  Attor- 
ney General  in  1978  and  1939  is  also  described  in  the 
amended  Principle  Seven. 

Finally,  the  amount  and  entitlement  to  fees  for 
physician  reports,  records  and  appearances  is  the 
subject  of  Principle  Five.  The  language  has  been 
reorganized  to  clarify  the  need  for  advance  agree- 
ment on  how  fees  for  expert  services  will  be  paid. 
The  language  has  been  expanded  to  distinguish 
factual  from  expert  witnesses  and  the  respective 
entitlement  to  compensation.  The  reference  has 
been  deleted  to  the  unresolved  issue  of  whether 
Virginia  Code  § 14.1-190  allows  a litigant  to  subpoe- 
na expert  testimony  without  compensation. 

Each  of  these  amendments,  indeed  each  of  the 
principles,  is  based  on  a fundamental  philosophy  of 
communication  between  physicians  and  attorneys. 
Every  professional  is  encouraged  to,  and  responsi- 
ble for,  taking  the  time  to  talk  with  each  other  about 
their  respective  requirements  and  expectations. 
The  councils  of  both  The  Medical  Society  of  Virgin- 
ia and  the  Virginia  Bar  have  committed  once  again 
to  this  approach  by  approving  the  second  edition. 
The  Joint  Committee  hopes  that  the  Common- 
wealth’s doctors  and  lawyers  will  communicate  and 
cooperate  and  that  the  Principles  of  Cooperation 
will  further  this  aim. 

Kimberly  P.  Fauss 

Attorney  Fauss  was  chairman  of  the  lawyer  component 
of  the  Joint  Committee  on  Medico-Legal  Liaison  that 
developed  the  second  edition  of  the  Principles  of  Cooper- 
ation. She  is  in  private  practice  and  is  a member  of  the 
adjunct  faculty  of  the  Medical  College  of  Virginia/Virginia 
Commonwealth  University.  Address  correspondence  to 
her  at  3200  Hawthorne  Avenue,  Richmond  VA  23222. 
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Prostaglandin  Therapy 
At  the  Local  Level 
for  Neonates  with 
Critical  Heart  Defects 

Thomas  M.  Zellers,  MD,  and 
Howard  P.  Gutgesell,  MD 
Charlottesville,  Virginia 

The  spontaneous  closure  of  the  ductus  arterio- 
sus following  birth  is  a normal  phenomenon 
and  is  beneficial  for  most  infants.  However,  for 
infants  with  ductus-dependent  forms  of  congenital 
heart  disease,  the  closure  of  the  ductus  arteriosus 
may  produce  the  sudden  onset  of  severe  hypoxemia 
or  congestive  heart  failure  and  shock.  Clinical  dete- 
rioration may  be  too  fast  to  arrange  for  transfer  to  a 
tertiary  care  center  for  a precise  diagnosis  of  the 
cardiac  lesion  and  specific  therapy. 

After  Coceani  and  Olley1  demonstrated  that  pros- 
taglandins were  potent  dilators  of  the  fetal  ductus 
arteriosus,  these  agents  became  widely  used  in  the 
management  of  infants  with  decreased  pulmonary 
blood  flow  due  to  pulmonary  stenosis  or  atresia,2,3 
and  in  infants  with  diminished  systemic  blood  flow 
from  coarctation  of  the  aorta  or  interrupted  aortic 
arch.4'6.  Although  these  reports  are  based  largely  on 
administration  of  intravenous  prostaglandins  at  ter- 
tiary care  centers  following  diagnosis  by  cardiac 
catheterization  or  echocardiography,  it  is  our  belief 
that  in  selected  neonates,  prostaglandin  therapy 
should  be  instituted  at  the  local  or  community 
hospital,  before  transfer  and  without  the  delay 
inherent  in  establishing  a precise  anatomical  diag- 
nosis. The  following  cases  illustrate  this  point. 

Case  Reports 

Case  1.  A 3050-gram,  full-term  infant  developed 
cyanosis  shortly  after  birth  at  a community  hospi- 
tal. Examination  revealed  tachypnea,  clear  lungs,  a 
single  Si  and  S2,  and  a Grade  II/VI  systolic  ejection 
murmur  at  the  mid  left  sternal  border.  The  liver  was 

From  the  Division  of  Cardiology,  Department  of  Pedi- 
atrics, University  of  Virginia  School  of  Medicine.  Ad- 
dress correspondence  to  Dr.  Gutgesell  at  Box  386,  Uni- 
versity of  Virginia  Medical  Center,  Charlottesville  VA 
22908.  Submitted  3-29-85. 


not  enlarged  and  the  pulses  were  normal.  The  chest 
roentgenogram  showed  moderate  cardiomegaly 
with  decreased  pulmonary  vascular  markings.  The 
electrocardiogram  revealed  biventricular  hypertro- 
phy. The  initial  arterial  blood  gas  analysis  revealed 
a pH  of  6.95  PC02  37  torr,  P02  20  torr  with  no 
change  when  100%  oxygen  was  administered.  After 
consultation  with  the  Pediatric  Cardiology  Service 
at  the  University  of  Virginia  Hospital,  an  intrave- 
nous infusion  of  prostaglandin  Ej  was  begun  at  a 
rate  of  0.1  microgram/kg/min.  One  hour  later  arteri- 
al blood  gases  were  pH  7.49,  PC0223  and  P0236 
torr.  The  infant  was  transferred  to  the  University  of 
Virginia  Hospital,  where  cardiac  catheterization 
revealed  severe  pulmonary  stenosis  with  a hypo- 
plastic right  ventricle  and  patent  ductus  arteriosus. 
While  prostaglandin  therapy  was  continued,  pulmo- 
nary valvotomy  and  systemic-to-pulmonary  anasto- 
mosis were  performed.  At  one  year  of  age,  the  child 
has  mild  cyanosis  and  normal  growth  and  develop- 
ment. 

Case  2.  A 7-day-old  infant  was  hospitalized  by 
her  local  physician  with  irritability,  tachypnea  and 
oliguria.  Examination  revealed  mild  cyanosis,  a 
respiratory  rate  of  80/min,  and  expiratory  grunting. 
Sj  and  S2  were  single.  A Grade  III/VI  systolic 
murmur  was  audible  over  the  entire  precordium.  All 
peripheral  pulses  were  diminished.  The  chest  roent- 
genogram revealed  marked  cardiomegaly  and  the 
electrocardiogram  showed  left  ventricular  hypertro- 
phy. The  initial  arterial  blood  gases  demonstrated 
metabolic  acidosis  with  pH  6.98.  Following  intuba- 
tion, the  pH  was  7.1;  after  infusion  of  prostaglandin 
Ei,  pH  increased  to  7.23.  The  infant  was  transferred 
to  the  University  of  Virginia  Hospital  where  two- 
dimensional  echocardiography  demonstrated  coarc- 
tation of  the  aorta,  single  ventricle,  and  levo-trans- 
position  of  the  great  arteries.  The  ductus  arteriosus 
was  widely  patent  on  prostaglandin  therapy.  During 
the  next  24  hours  the  urine  output  increased  and  the 
pH  rose  to  7.35.  Surgical  repair  of  the  coarctation 
was  performed  with  concomitant  ligation  of  the 
ductus  arteriosus  and  banding  of  the  main  pulmo- 
nary artery.  Followup  cardiac  catheterization  re- 
vealed no  gradient  across  the  site  of  coarctation 
repair  and  a 40  mm  Hg  gradient  across  the  pulmo- 
nary artery  band. 

Discussion 

Prostaglandins  are  c20  carboxylic  acids  which  are 
synthesized  from  arachidonic  acid  in  the  placenta 
and  walls  of  blood  vessels.  They  are  degraded  in  the 
lung.  The  most  widely  used  commercial  prostaglan- 
din is  the  Ei  form  (PGEi).  In  addition  to  inhibiting 
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constriction  of  the  ductus  arteriosus,  it  causes  pe- 
ripheral vasodilation  and  inhibition  of  platelet  ag- 
gregation. It  is  postulated  that  the  ductus  normally 
closes  after  birth  in  a setting  of  decreased  prosta- 
glandin synthesis  (loss  of  the  placenta),  increased 
degradation  (expansion  of  the  lungs),  and  increased 
inspired  oxygen.  The  demonstration  that  exogenous 
prostaglandins,  administered  intravenously,  can  in- 
hibit or  reverse  this  process  led  to  the  application  of 
this  therapy  to  neonates  with  a variety  of  ductus- 
dependent  congenital  cardiac  lesions. 

Ductus-dependent  cardiac  lesions  may  be  divided 
into  two  major  types.  The  first  consists  of  lesions 
with  pulmonary  atresia  or  severe  stenosis.  The  only 
source  of  pulmonary  blood  flow  is  from  the  aorta, 
via  the  ductus.  When  the  ductus  closes,  marked 
hypoxemia  develops  rapidly.  As  demonstrated  in 
Case  1,  the  administration  of  PGEi  will  often  re- 
open the  ductus,  increase  pulmonary  blood  flow, 
and  result  in  higher  arterial  oxygen  concentrations, 
allowing  time  for  a precise  anatomic  diagnosis, 
cardiovascular  stabilization,  and  appropriate  sur- 
gery, usually  a systemic-to-pulmonary  artery  anas- 
tomosis. 

The  second  type  of  lesion  responding  to  PGEj 
therapy  is  one  in  which  ductal  patency  is  necessary 
to  maintain  systemic  blood  flow.  This  type  includes 
interrupted  aortic  arch,  coarctation  of  the  aorta, 
and  atresia  or  severe  stenosis  of  the  aortic  valve. 
Closure  of  the  ductus  results  in  decreased  perfusion 
of  the  lower  half  of  the  body  with  resultant  oliguria 
and  acidosis.  As  demonstrated  by  our  second  case 
and  documented  in  the  literature,4'6  PGEj  therapy 
improves  peripheral  circulation,  increases  blood 
pressure  in  the  descending  aorta,  and  increases 
urine  output. 

Prostaglandin  therapy  has  also  been  useful  as  a 
means  of  increasing  pulmonary  blood  flow  and  thus 
arterial  oxygen  saturation  in  some  infants  with 
transposition  of  the  great  arteries7.  In  this  lesion,  if 
PGEt  therapy  is  begun  before  balloon  atrial  septos- 
tomy, there  is  a theoretical  danger  that  the  increase 
in  pulmonary  blood  flow  will  be  enough  to  induce 
pulmonary  edema.  In  actual  practice,  this  possible 
complication  appears  to  be  uncommon. 

The  most  common  side  effects  of  PGEt  adminis- 
tration are  cutaneous  vasodilation,  edema  and  mild 
hypotension.  Transient  central  nervous  system 
manifestations,  including  jitteriness  and,  less  com- 
monly, seizures,  have  been  described,  along  with 
fever,  hypoglycemia,  hypocalcemia,  infection,  diar- 
rhea, and  thrombocytopenia.  However,  by  far  the 
most  important  side  effect,  reported  in  1 \%-\3%  of 
cases,  has  been  respiratory  depression  or  apnea8. 


Most  of  these  reported  side  effects  can  be  mini- 
mized or  eliminated  by  decreasing  the  rate  of  infu- 
sion. 

In  infants  with  lesions  which  are  prostaglandin- 
responsive,  at  least  one  of  the  following  clinical 
features  is  typical:  cyanosis,  a heart  murmur  or 
diminished  peripheral  pulses.  The  chances  of  a 
prostaglandin-responsive  lesion  are  greater  if  the 
infant  is  born  at  term  rather  than  prematurely.  Our 
initial  experience  suggests  that  additional  clinical 
and  laboratory  testing  at  the  community  hospital  do 
not  appear  to  improve  the  ability  to  identify  those 
infants  whose  lesions  may  respond  to  prostaglandin 
therapy. 

Because  the  administration  of  prostaglandins  to 
infants  with  ductal-dependent  lesions  can  be  life- 
saving, and  because  predictable  side  effects  are 
largely  preventable,  we  believe  that  in  many  in- 
stances PGE!  therapy  can  be  instituted  at  communi- 
ty hospitals  following  telephone  contact  with  a 
pediatric  cardiac  referral  center  and  in  preparation 
for  transfer. 

Currently  PGEj  is  commercially  available  (Up- 
john) and  approved  for  use  in  infants  with  ductal- 
dependent  lesions.  It  should  be  administered  intra- 
venously at  a rate  of  0.1  micrograms/kg/min.  Since 
apnea  is  the  most  common  important  side  effect,  the 
infant’s  respiratory  status  should  be  monitored 
closely  and  facilities  should  be  available  to  assist 
ventilation  if  necessary.  The  availability  of  PGEi  in 
all  community  hospitals  with  newborn  nurseries 
should  significantly  help  reduce  the  morbidity  and 
death  rates  of  infants  with  critical  congenital  cardi- 
ac defects. 
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COMMENT 


The  use  of  prostaglandin  E]  has  significantly 
altered  the  treatment  of  critical  cyanosis  in  new- 
borns and  heart  failure  in  hundreds  of  babies  born 
every  year  with  certain  critical  heart  defects.  As 
well  demonstrated  in  these  exemplary  case  reports, 
its  availability  places  an  important  responsibility  on 
the  communitiy  physician  to  stabilize  and  improve 
oxygenation  and  myocardial  work  in  such  infants 
before  transportation  to  a cardiac  center  for  further 
treatment.  Indeed,  in  pediatric  cardiology,  perhaps 
no  drug  since  digitalis  has  made  such  a difference. 

The  side  effects  and  contraindications  to  intrave- 
nous prostaglandin  use  are  well  demonstrated,  as 
reviewed  in  the  discussion  in  these  cases.  In  critical 
cyanotic  newborns  with  transposition  of  the  great 
arteries,  pulmonary  and  tricuspid  atresias,  severe 
tetralogy  of  Fallot,  or  treatable  forms  of  left  ventric- 
ular hypoplasia,  ductus  or  pulmonary  arterial  dilata- 
tion with  prostaglandin  is  indicated  when  hypoxe- 
mia is  severe  (Pa02  20-35  torr),  is  unresponsive  or 
worsened  by  oxygen,  and  is  complicated  by  central- 
ly mediated  tachypnea  or  metabolic  acidemia.  In 
the  community  hospital,  its  use  to  stabilize  such 
desperate  babies  can  be  life-saving. 

William  W.  Miller,  MD 

5855  Bremo  Road 
Richmond,  VA  23226 


Cryptogenic 
Splenic  Abscess 

Stephen  L.  Green,  MD 
and  L.  Keith  Scott,  BHS, 
Newport  News,  Virginia 

Splenic  abscess  is  an  uncommon  infection,  the 
diagnosis  of  which  is  made  more  often  at  autop- 
sy than  during  life.  Mortality  due  to  this  condition 
appears  to  be  directly  related  to  underlying  host 
factors,  multiple  abscess  formation  within  the 
spleen  and,  most  importantly,  time  of  recognition 
and  treatment.1  Although  recent  review  articles 
have  reported  splenic  abscess  in  the  absence  of  any 
predisposing  source  of  infection,1,2the  clinical  enti- 
ty of  cryptogenic  splenic  abscess  has  not  been 
defined. 

This  case  represents  such  an  infection  and  under- 
scores the  need  to  consider  this  diagnosis  as  part  of 
the  differential  in  patients  with  occult  infections. 

Case  Report 

A 56-year-old  white  male  with  Type  II  diabetes 
was  admitted  for  evaluation  of  persistent  fever.  He 
was  well  until  four  weeks  prior  to  admission,  when 
he  developed  left-sided  chest  pain,  left  shoulder 
pain,  and  left  neck  pain  exacerbated  by  coughing 
and  deep  breathing.  These  symptoms  persisted  for 
approximately  three  days,  at  which  time  he  visited 
his  family  physician.  A chest  x-ray  revealed  no 
acute  changes.  After  administration  of  a nonsteroi- 
dal antiinflammatory  agent,  the  pain  subsided  but  it 
returned  several  days  later,  this  time  accompanied 
by  fever,  chills  and  weakness.  These  symptoms 
persisted  for  three  weeks,  prompting  admission  for 
further  evaluation.  He  denied  any  recent  trauma  or 
infection  prior  to  the  onset  of  this  illness.  Past 
medical  history  was  negative  for  valvular  heart 
disease,  hemoglobinopathy  or  recent  dental  sur- 
gery. 

On  admission  the  vital  signs  were  normal  except 
for  an  oral  temperature  of  38.8C°.  The  physical 
examination  was  unremarkable.  The  CBC  was  nor- 
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mal  except  for  a white  cell  count  of  14,300/cu  mm, 
with  72%  segmented  neutrophils,  10%  bands,  15% 
lymphocytes,  and  3%  monocytes.  The  initial  chem- 
istry profile  was  normal  except  for  glucose  of  415 
mg%  and  alkaline  phosphatase  of  150  IU.  Sputum 
smears  contained  no  neutrophils.  One  blood  culture 
grew  anaerobic  diphtheroids,  but  subsequent  cul- 
tures remained  negative.  Urine  cultures  were  nega- 
tive. Intravenous  cephalothin  was  started,  but  was 
later  changed  to  clindamycin  and  tobramycin.  Al- 
though he  defervesced  over  the  next  few  days  and 
the  white  blood  cell  count  dropped  to  9,300/cu  mm, 
he  still  appeared  quite  ill  and  again  complained  of 
left  shoulder  pain. 

Chest  x-rays  were  negative.  An  abdominal  sono- 
gram (Fig.  1)  showed  two  hypoechoic  areas  within 
the  spleen.  A technetium  99m  (Tc99)  liver-spleen 
scan  (Fig.  2)  demonstrated  two  large  filling  defects 
in  the  midportion  of  the  spleen,  and  a computerized 
tomographic  (CT)  scan  (Fig.  3)  confirmed  a central 
irregular  lobulated  area  consistent  with  the  previous 
studies.  Splenic  abscess  was  suspected.  Indirect 
hemagglutination  test  for  ameba,  stool  cultures, 
stool  for  ova  and  parasites,  and  a hemoglobin 
electrophoresis  were  negative. 

On  the  eleventh  hospital  day  a laparotomy  re- 


Fig.  1.  Ultrasound  study  of  spleen  shows  two  hypoechoic 
areas  (arrows). 


vealed  a perforated  splenic  abscess  grossly  adher- 
ent to  the  diaphragm.  No  other  intraabdominal 
source  of  infection  was  found.  The  spleen  and  part 
of  the  diaphragm  were  removed.  Multiple  sections 
of  the  edge  of  the  splenic  abscess  revealed  shaggy 
necrosis  with  minimal  evidence  of  organization. 
The  abscess  fluid  was  purulent  but  nonfoul  smell- 
ing. A Gram  stain  demonstrated  gram-positive  coc- 
cobacilli.  Fungal,  acid-fast  and  weak  acid-fast 
smears  were  negative,  as  were  anaerobic  and  aero- 
bic cultures.  Although  the  patient  remained  febrile 


Fig.  2.  Tc99  liver-spleen  scan  posterior  view  shows  large 
filling  defect  in  spleen  (arrows). 


FRONT 


Fig.  3.  CT  scan  demonstrates  large  central  lobulated 
defect  in  spleen  (arrows). 
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for  several  days  postoperatively,  he  responded  to 
intravenous  clindamycin  and  tobramycin  and  grad- 
ually defervesced.  On  the  fourteenth  postoperative 
day  intravenous  antibiotics  were  discontinued  in 
favor  of  oral  clindamycin  and  trimethoprim-sulfa- 
methoxazole, and  he  was  discharged  several  days 
later. 

Discussion 

Late  diagnosis  is  a characteristic  feature  of  splen- 
ic abscess  due  to  the  subacute  presentation  and 
rarity  of  this  infection.  Despite  symptoms  suggest- 
ing a left  upper  quadrant  abscess,  the  correct  diag- 
nosis in  our  patient  was  not  established  for  several 
weeks.  Chun  et  al1,  in  a literature  review  of  173 
cases,  reported  a median  delay  in  diagnosis  of  22 
days  from  onset  of  symptoms.  The  triad  of  fever, 
left  upper  quadrant  pain,  and  pain  referred  to  the 
left  shoulder  is  often  described.  14  Laboratory 
findings  are  nonspecific  with  leukocytosis  most 
commonly  observed.1,3,4. 

Besides  the  clinical  triad  noted  above,  splenic 
abscess  should  also  be  suspected  in  patients  with 
certain  predisposing  factors,  such  as  bacteremia 
from  distant  foci,  e.g.,  infective  endocarditis;  ab- 
dominal trauma  with  splenic  hematoma;  hemoglo- 
binopathies, e.g.,  sickle  cell  disease;  and  direct 
extension  from  a continguous  infection.1 

Once  suspected,  noninvasive  confirmation  may 
be  achieved  by  several  means  as  illustrated  in  the 
present  case:  technetium  99m  liver-spleen  scan, 
sonography,  and  CT  abdominal  scan.  The  latter  two 
tests  may  be  the  most  sensitive.3,5  The  gallium67 
scan  is  not  a reliable  procedure  since  uptake  of  this 
isotope  by  the  spleen  may  be  nonspecific  in  septic 
patients. 

A splenic  abscess  requires  prompt  surgical  inter- 
vention because  of  the  high  mortality  rate  seen  in 
patients  without  a drainage  procedure.1'4  Splenec- 


tomy is  preferred  over  splenotomy  since  a high 
complication  rate  has  been  observed  with  the  latter 
procedure . 1-4  Antibiotic  therapy  should  be  directed  at 
aerobic  gram-negative  bacilli  and  gram-positive 
cocci,  which  are  most  often  recovered.  Anaerobes 
are  found  in  less  that  6%  of  cases.1  Other  microor- 
ganisms, such  as  fungi  and  mycobacteria,  have 
been  cultured  from  splenic  abscesses.  In  several 
studies,  however,  one-third  of  the  cultures  were 
sterile.1,2,4  Unlike  liver  abscesses,  Entameba  histo- 
lytica has  been  only  rarely  reported. 

Since  no  predisposing  factor  or  septic  focus  could 
be  identified  in  our  patient,  we  chose  to  classify  his 
infection  as  cryptogenic,  much  the  same  as  this 
category  exists  for  hepatic  abscesses.  In  fact,  the 
reported  incidence  of  splenic  abscess  in  the  absence 
of  an  underlying  source  is  about  20%, 3,4  surprising- 
ly similar  to  the  incidence  of  cryptogenic  liver 
abscesses.6 

Although  we  suggest  that  cryptogenic  splenic 
abscess  be  recognized  as  a clinical  entity,  it  must  be 
stressed  that  in  such  cases  a careful  search  should 
be  conducted  to  rule  out  or  eliminate  any  predispos- 
ing source  of  sepsis. 
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George  Craddock,  MD 


When  a physician  is  catalogued  as  one  of  “the 
old  school”  of  doctors,  that  term  can  be 
complimentary  or  derogatory.  In  the  derogatory 
sense,  it  may  mean  that  the  physician  does  not  keep 
abreast  of  the  newer  developments  in  medicine; 
when  complimentary,  it  usually  refers  to  the  fact 
that  the  physician  is  particularly  caring.  George 
Barksdale  Craddock,  who  died  December  11,  1985, 
will  be  remembered  as  a caring  physician. 

Dr.  Craddock  was  a prominent  Virginia  physi- 


cian. He  was  president  of  the  Lynchburg  Academy 
of  Medicine,  the  Virginia  Society  of  Internal  Medi- 
cine, and  the  Virginia  State  Board  of  Medicine.  His 
curriculum  vitae  was  an  impressive  one,  but  as  the 
news  reports  of  his  death  and  the  subsequent  edito- 
rials in  the  Lynchburg  newspapers  testify,  Dr. 
Craddock  was  revered  by  fellow  workers  and  pa- 
tients alike  for  one  quality  above  all  others:  He  was 
a dedicated,  caring  physician.  He  will  be  missed. 

Edwin  L.  Kendig,  Jr.,MD 


The  Glory  of  Myopia 

myo-pi-a  (ml  6'  pe  d)  n.  nearsighted;  hyper-opi-a  (hi’  pdr  6'  ped)  n.  farsighted; 
pres-byo-pi-a  (prez'  be  o'  pe  d)  n.  unable  to  focus  at  near,  usual  onset  about  45  yo; 
myope  (mf  dp)  n.  one  fortunate  enough  to  be  nearsighted;  a myopic  person;  one 
of  God’s  chosen  people 


As  middle  age  progresses,  joints  stiffen,  hair 
greys  and/or  falls,  skin  wrinkles,  breath  short- 
ens, and  memory  weakens.  Those  presbyopic  can- 
not see  at  near,  and  those  both  presbyopic  and 
hyperopic  cannot  see  either  at  near  or  distance 
since  invariably  they  have  just  misplaced  their 
glasses. 

But  middle  age  and  afterward  is  the  time  of  glory 
for  the  myopic,  near  sighted  person.  From  15  to  45 
years  old,  myopia  and  its  attendant  glasses  and 
contact  lenses  may  seem  a curse.  But  beyond  45  the 
near  sighted  are  the  most  fortunate  of  people. 

No  adult  myope  ever  loses  his  glasses.  How  can 


he  possibly  leave  them  behind  when  he  needs  them 
to  see  to  leave  the  room.  Many  a myope  has 
chuckled  at  his  friends’  losing  their  glasses  and 
sanity  while  they  never  guess  that  the  memory  loss 
of  their  myopic  friend  was  as  great  as  theirs,  just 
less  obvious. 

As  a myope  and  his  spouse  cuddle  closely  (with- 
out glasses  or  contacts,  of  course),  the  myope  can 
see  every  little  line,  wrinkle  and  expression.  Not  a 
single  facial  detail  escapes  the  myopic  eye  at  near. 
But  the  myope  is  a romantic,  handsome  and/or 
beautiful  blur  to  the  hyperopic/presbyopic  spouse. 
The  myope’s  face  is  forever  young  and  wrinkle  free 
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to  the  far  sighted  eye;  this  is  the  myope’s  secret  to 
lifelong  youth. 

The  majority  of  hyperopic  people  are  forever 
misplacing  their  reading  glasses  while  the  myope 
merely  removes  his  glasses  to  read  the  menu.  All  of 
us  have  seen  the  waiter  fuming  while  a table  of  far 
sighted  folks  pass  around  the  only  pair  of  glasses. 
Even  after  convenience  necessitates  bifocals  for  the 
myope,  the  near  sighted  person  maintains  his  ad- 
vantage. The  +1.50  add  is  great  for  reading,  but 
removing  the  -3.00  lenses  lets  the  myope  see 
extraordinary  detail  at  near.  The  ancients  always 


The  Good 

When  I was  a medical  student,  the  Dean  was 
the  recognized  authority.  I entered  through 
his  office  and  graduated  by  the  same  route.  His 
pronouncements  were  the  final  word.  I never 
thought  of  questioning  him  or  his  decisions. 

I became  Dean  of  the  Medical  School  of  the 
Medical  College  of  Virginia  in  July  1963. 

Item.  Shortly  thereafter  at  an  orientation  meeting 
of  the  entire  first  year  class  I had  begun  to  speak 
when  a student  in  the  back  row  held  up  his  hand.  I 
stopped  and  said,  “Yes,  sir.”  He  replied,  “By 
whose  authority  are  you  speaking?”  This  question 
set  me  back  to  the  point  that  I had  to  stop  and  think 
in  order  to  say  that  I spoke  by  the  authority  of  the 
Board  of  Visitors.  This  seemed  to  satisfy  him. 

Item.  In  the  winter  of  1964  I got  word  that  one  of 
the  students  smelt  bad.  As  his  work  was  far  from 
satisfactory  I had  him  come  to  the  office  to  discuss 
this.  Neither  my  secretary  nor  I could  smell  him  so  I 
proceeded  no  further. 

Oddly  enough  he  flunked  out.  (I  have  often 
wondered  what  would  have  been  the  proper  penalty 
for  smelling  bad.) 

Item.  A patient  complained  that  the  long  hair  of 
one  of  the  girl  students  fell  on  his  stomach  when  she 
was  examining  him.  She  denied  this.  The  patient 
went  home. 

No  further  action  was  taken.  (Again  what  penal- 

ty?) 

Item.  A very  bright  young  man  waited  on  me  to 
say  that  the  professors  and  class  room  sessions 
were  frightfully  boring.  He  got  nothing  from  them. 
He  thought  he  would  “get  more  out  of  it”  if  he 
omitted  them,  studied  at  home,  and  took  the  final 
exams. 

After  consultation  with  others  in  the  office,  I 


gave  a place  of  high  honor  to  the  near  sighted,  for 
who  else  could  easily  remove  their  splinters? 

If  Mother  Nature  had  not  made  some  of  us  so 
wonderfully  myopic,  some  one  would  have  invent- 
ed it.  “Just  think  about  it,  all  you  who  are  over  45. 
We  now  have  an  operation  to  make  you  see  well  at 
near  without  glasses!”  It  would  be  an  immediate 
success. 

Middle  age  is  a glorious  time  for  those  fortunate 
enough  to  be  near  sighted. 

Henry  S.  Campell,  MD 


Old  Days 

decided  that  his  plan  was  unacceptable. 

He  later  transferred  to  another  medical  school 
from  which  he  graduated  with  honors. 

Item.  In  the  spring  of  1964  one  of  the  second  year 
students  came  by  to  say  that  he  and  his  associates 
had  decided  not  to  take  the  final  exams.  They  had 
come  to  medical  school  to  learn,  not  to  be  harassed 
and  degraded  by  taking  examinations,  nor  did  they 
approve  of  grades,  class  rank,  etc. 

I thought  they  had  to  be  graded  even  if  degraded. 

I visualized  the  dismissal  of  this  class,  or  a large 
part  of  it. 

Fortunately,  a faculty  member  who  was  highly 
regarded  by  the  students  was  able  to  persuade  them 
to  follow  the  planned  curriculum. 

Item.  A senior  student  advised  me  that  his  class 
did  not  approve  of  the  Vietnam  War.  They  planned 
to  set  up  a table  just  outside  of  my  office  and 
distribute  antiwar  pamphlets. 

I explained  to  him  that  the  purpose  of  the  medical 
school  was  to  make  doctors,  and  that  he  was  here  to 
become  one.  We  were  not  here  to  approve  or 
disapprove  the  actions  of  our  government.  He  re- 
plied that  the  building  was  a public  one  and  that  as 
members  of  the  public  they  had  a “right”  to  use  it 
to  express  their  opinion.  I disagreed.  He  left  to 
think  it  over. 

Another  group,  hearing  of  his  plan,  proposed  that 
they  set  up  a table  across  from  his  to  give  out 
material  favorable  to  the  war  effort. 

Both  sides  dropped  their  plans. 

Those  were  the  good  old  days. 

Forsitan  et  haec  hodie  meminisse  juvat. 

Kinloch  Nelson,  MD 

1621  Hanover  Avenue 
Richmond,  VA  23220 
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Practical  information 
on  the  medical  aspects  of 
fitness  and  exercise. 

Tennis  elbow:  Joint  resolution  by 
conservative  treatment. 
Hypertrophic  cardiomyopathy 
and  the  athlete. 

Effects  of  sunscreen  use  during 
exercise  in  the  heat. 

Overuse  injuries  to  the  knee  in 
runners. 

How  I manage  ingrown  toenails. 
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As  a professional,  you  can  make  what 
xjL  may  prove  to  be  the  decision  of 
a lifetime. 

If  you  have  a young  patient  who 
requires  psychiatric  treatment,  perhaps 
it’s  time  to  consider  referring  him  or  her 
to  a psychiatric  hospital.  More  specifical- 
ly, consider  PIR. 

PIR  offers  three  levels  of  treatment: 
Acute  Care,  Residential  Treatment,  and 
Therapeutic  Day  School,  all  in  a campus 
setting.  A fourth  level,  Outpatient  Treat- 
ment, is  provided  by  Joe  W.  King,  M.D. 
& Associates,  PC.  The  expert  staff  spe- 
cializes in  treating  only  children,  adoles- 
cents, and  their  families— they’ll  also 
maintain  close  contact  with  you  on  the 
progress  of  your  patient. 

So  if  you  know  a young  person 
having  trouble,  lend  a helping  hand. 
Call  PIR  at  329-4392. 


Psychiatric  Institute 
of  Richmond 
Psychiatric  Institutes  of  America 
a subsidiary  of  National  Medical  Enterprises,  Inc. 

3001  Fifth  Avenue,  Richmond,  Virginia  23222 
South  Richmond  Outpatient  Office 
Located  at  8132  Forest  Hill  Avenue 
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Hollywood  Cemetery:  The  History  of  a Southern 
Shrine,  by  Mary  H.  Mitchell.  Richmond,  Virginia 
State  Library,  1985.  252  pages,  six  color/66  black- 
white  illustrations,  $25. 

Can  you  imagine  a book  about  a graveyard  being 
very  interesting?  Well,  Mary  Mitchell,  wife  of  Dr. 
Robert  Edgar  Mitchell,  Jr.,  manages  to  do  just  that. 
Indeed,  she  makes  the  story  of  Richmond’s  Holly- 
wood Cemetery  not  just  interesting  but  fascinating. 
Of  course  Hollywood  is  more  than  just  a burial 
ground.  It  is,  as  the  subtitle  declares,  a Southern 
shrine.  (Editors’  Note:  An  article  by  Dr.  Mitchell 
appears  elsewhere  in  this  issue.) 

Mary  Mitchell's  interest  in  Hollywood  was  ignit- 
ed while  conducting  research  about  Dr.  Mitchell’s 
great  uncle,  James  Henry  Gardner,  an  early  treasur- 
er of  the  cemetery  company.  Her  book  is  the  result 
of  a dozen  or  more  years  of  careful  research.  It  is 
attractively  printed  and  is  illustrated  by  six  full 
color  plates  and  66  black  and  white  pictures.  A 
scholarly  foreword  by  John  Melville  Jennings  sets 
the  stage  for  the  story  Mary  Mitchell  so  skillfully 
presents. 

To  appreciate  Hollywood  Cemetery  one  must 
understand  the  development  of  the  garden  cemetery 
concept.  The  garden  or  rural  cemetery  appears  first 
in  France  in  the  late  18th  century  and  then  in  this 
country  in  the  early  19th  century.  It  was  a part  of 


Characteristic  of  the  statuary  in  which  Hollywood  Ceme- 
tery abounds  is  the  larger-than-life  figure  of  Persephone  on 
the  opposite  page,  carved  in  Italy  in  1899  to  ornament  the 
lot  of  the  Branch  family.  The  myth  of  Persephone,  daugh- 
ter of  Zeus  and  Demeter,  symbolizes  the  burying  of  seed 
and  its  subsequent  growth  above  ground,  i.e.,  death  and 
resurrection.  She  holds  three  pomegranates,  signifying  the 
seed,  and  a snake;  the  latter,  because  of  the  annual  renewal 
of  its  skin,  represents  seasonal  death  and  rebirth.  At  rear 
can  be  seen  the  bronze  statue  of  Jefferson  Davis  that  stands 
above  his  grave  and  a marble  angel  mourning  over  the 
grave  of  his  daughter. 

Reproduced  above  is  a stained  glass  window  by  Louis 
Comfort  Tiffany  in  the  Hollywood  Cemetery  mausoleum  of 
Richmond  tobacco  magnate  Lewis  Ginter. 

Both  photographs  courtesy  the  Virginia  State 
Library. 


the  Romantic  movement  that  permeated  art  and 
literature  of  the  time.  Dr.  Jacob  Bigilow,  the  distin- 
guished professor  at  Harvard  Medical  School,  is 
credited  with  the  beginning  of  the  rural  cemetery 
movement  in  this  country.  Bigilow  was  concerned 
with  the  potential  health  hazard  posed  by  Boston’s 
overcrowded  church  graveyards.  With  the  help  of 
several  friends  he  established  Mount  Auburn  Ceme- 
tery on  a large  tract  of  land  just  outside  Boston. 
Soon  similar  cemeteries  were  established  in  Phila- 
delphia (Laurel  Hill),  New  York  (Greenwood),  Bal- 
timore (Green  Mount),  and  Salem,  Massachusetts 
(Harmony  Grove).  Each  was  characterized  by 
winding  paths,  bridges  over  babbling  brooks,  with 
trees  and  other  plantings.  It  then  became  fashion- 
able for  the  citizens  of  these  cities  to  promenade 
and  view  the  tombs  of  local  dignitaries  in  these 
cemeteries  on  Sundays  and  other  holidays. 

In  Richmond  it  was  Joshua  Jelferson  Fry  and 
William  Henry  Haxall  who  established  a rural  cem- 
etery called  “Hollywood.”  They  had  visited  Mount 
Auburn  and  they  determined  to  found  a similar 
enterprise  in  Richmond.  They  chose  the  pictur- 
esque Harvie’s  Wood  area  just  west  of  the  city  for 
their  project.  This  site  offered  a magnificent  view  of 
the  city  and  of  the  James  River  and  contained 
pleasant  hills  and  little  valleys  with  running 
streams,  a perfect  site  for  a garden  cemetery.  Many 
difficulties  faced  Fry  and  Haxall  before  their  project 
was  established.  There  were  objections  from  their 
neighbors  in  Oregon  Hill  and  Sydney.  There  was 
little  or  no  support  from  the  city  of  Richmond  and 
there  were  problems  maintaining  fiscal  solvency. 

This  is  the  story  of  how  Thomas  Harding  Ellis 
and  Anthony  Bargamin,  dedicated  presidents  of 
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Hollywood  Cemetery,  overcame  these  difficulties. 
It  is  the  story  of  the  burial  or  reinterment  of  the 
president  of  the  Confederacy,  Jefferson  Davis,  and 
of  two  presidents  of  the  United  States,  James 
Monroe  and  John  Tyler,  and  of  sixteen  generals, 
including  J.E.B.  Stuart  and  George  Pickett.  An 
appendix  lists  the  names  of  the  Confederate  soldiers 
who  died  at  the  battle  of  Gettysburg  and  were 
reinterred  at  Hollywood  after  the  Civil  War;  more 
than  13,000  confederate  officers  and  men  are  buried 
in  Hollywood’s  soldiers’  section. 

Hollywood  Cemetery  is  truly  more  than  a burial 
ground.  It  is  indeed  a Southern  shrine.  This  book 
will  interest  readers  throughout  Virginia,  the  South 
and  the  nation. 

E.  Randolph  Trice,  MD 

If  your  local  bookstore  does  not  have  Mrs.  Mitch- 
ells book,  you  can  order  it  from  the  Publications 
Department,  Virginia  State  Library,  12th  Street 
and  Capitol  Square,  Richmond  VA  23219.  Enclose 
your  check  for  $25. 


Hollywood  Cemetery:  A Tour,  by  James  E.  Du- 
Priest,  Jr.  Richmond,  Waterman  Press,  1985,  28 
pages  plus  foldout  map,  illustrated,  softcover,  $6. 

This  booklet  is  a welcome  companion  to  Mrs. 
Michell’s  thoroughgoing  history  of  Hollywood 
Cemetery.  DuPriest  has  lots  of  historical  informa- 
tion, too,  but  he  is  concerned  with  orienting  the 
information  visually  as  he  takes  the  reader  on  a tour 
of  Hollywood  monuments.  He  points  out  notable 
mortuary  art  and  plantings,  explains  the  meaning  of 
common  tombstone  symbols,  enlivens  with  family 
lore  the  mausoleums  and  monuments  that  crowd 
Hollywood’s  hills  and  valleys,  makes  a detour  to 
reveal  a stunning  view  of  the  James  River  and  the 
Richmond  skyline.  There  are  photographs  by  C.  D. 
Rafkind  and  drawings  and  a map  by  John  F.  Du- 
Priest, a cousin  of  the  author. 

James  DuPriest  is  a tour  guide  for  Richmond-on- 
the-James,  a non-profit  organization  that  promotes 
Richmond’s  history,  and  has  himself  founded  an- 
other non-profit  entity,  Richmond  Discoveries,  to 
foster  heritage  education  and  preservation.  A por- 
tion of  the  proceeds  from  the  sale  of  this  booklet 
will  go  into  a fund  for  the  restoration  of  ironwork 
and  monuments  in  Hollywood  Cemetery. 

If  you  do  not  find  this  booklet  in  your  local 
bookstore,  you  can  order  it  from  Richmond  Discov- 
eries, Inc.,  PO  Box  9362,  Richmond  VA  23227. 
Enclose  your  check  for  $6. 


The  Physician  and  the  Hopelessly  111  Patient:  Legal, 
Medical,  and  Ethical  Guidelines.  New  York,  Society 
for  the  Right  to  Die,  1985,  98  pp,  $5. 

These  days,  more  and  more  people  worry  less 
about  death  itself  than  about  the  way  they  may  die. 
We  all  realize  that  modern  medical  advances,  pow- 
erful and  wonderful  as  they  are,  cannot  be  viewed 
as  unmixed  blessings.  The  really  pressing  questions 
posed  by  the  new  technology  have  to  do  with  how 
and  when  it  should  be  used  and  how  the  decisions 
about  its  use  are  made.  Anyone  who  visits  a nursing 
home  has  to  wonder  why  we  do  not  seem  able  to 
help  so  many  people  live  their  lives  to  an  end  that 
they  would  consider  acceptable  if  they  had  a real 


The  Funeral  of  a Patient 

The  sensitive  argument  for  physician  par- 
ticipation at  patients’  funerals  made  by 
Dr.  Patrick  Irvine  in  a recent  issue  of  the  New 
England  Journal  of  Medicine1  does  not  neces- 
sarily represent  the  view  of  most  physicians. 

Many  factors  enter  into  this  decision. 

In  the  first  place,  if  a physician  is  a special- 
ist whose  contact  with  the  patient  has  been 
brief,  that  is  one  thing,  but  contact  with  the 
patient  as  a family  physician  over  a period  of 
years  is  something  else.  Attendance  at  any 
funeral  is  a personal  matter;  only  the  physi- 
cian involved  can  judge  whether  attendance  is 
justified  or  not.  There  is  almost  an  unwritten 
rule  that  doctors  are  never  asked  to  become 
pallbearers  at  the  funeral  of  a patient.  This 
might  pose  additional  and  unnecessary  strain 
on  the  physician. 

In  the  second  place,  a doctor  may  feel  he  or 
she  has  shown  due  respect  for  the  deceased 
and  the  family  by  the  devoted  care  given  the 
patient  over  the  years. 

As  far  as  going  to  the  funeral  so  that  the 
family  can  confer  with  the  doctor  about  the 
events  prior  to  death,  as  indicated  in  Dr. 
Irvine’s  article,  this  is  not  the  appropriate  time 
or  place  for  this  type  of  consultation  to  occur. 

Every  time  a doctor  loses  a patient,  from 
whatever  cause,  a little  of  his  or  her  ego  and 
conscience  suffers.  That  does  not  mean  that 
the  physician  should  go  to  the  grave  with  the 
patient. 

The  practice  environment  has  a great  deal  to 
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choice.  A simplistic  question  often  asked  is,  “Why 
can  we  help  pets  die  mercifully  when  life  for  them 
becomes  a hopeless  burden,  while  we  seem  power- 
less when  our  parents  are  in  that  situation?” 

The  answers  are  neither  clear  nor  simple,  and 
seeking  the  best  solutions  troubles  us  all — patients, 
physicians,  lawyers,  philosophers,  and  hospital  ad- 
ministrators alike. 

This  book  is  part  of  a project  sponsored  by  the 
Society  for  the  Right  to  Die.  It  is  based  on  an  article 
published  in  the  New  England  Journal  of  Medicine 
in  April  1984  entitled  “The  Physician’s  Responsibil- 
ity toward  Hopelessly  111  Patients.”  This  article  is 
reprinted  in  its  entirety  as  the  first  chapter  of  the 
book.  The  second  chapter,  on  the  legal  aspects  of 


do  with  attending  a patient’s  funeral.  Physi- 
cians who  practice  in  rural  areas  are  obviously 
closer  to  all  their  patients  and  would  be  more 
apt  to  attend  funerals,  but  urban  practitioners, 
whose  contact  with  patients  is,  on  the  whole, 
less  personal,  might  not  be  similarly  motivat- 
ed. 

The  location  of  the  patient’s  demise  also 
exerts  an  effect.  If  the  patient  dies  in  a nursing 
home  or  hospital,  after  a prolonged  and  diffi- 
cult terminal  state,  a sense  of  relief  is  experi- 
enced by  both  the  family  and  the  physician. 
Sorrow  is  a powerful  deciding  factor  in  attend- 
ing a funeral. 

When  all  factors  are  considered,  the  doc- 
tor’s motivation  to  attend  a patient’s  funeral 
depends  more  on  friendship  for  the  patient  and 
the  family  than  it  does  on  any  ethical  or 
professional  reason.  If  the  physician  gets  in 
touch  with  the  family,  either  by  visit  or  phone 
call,  this  discharges  his  professional  duty. 

And  so,  yes,  physicians  do  attend  the  funer- 
als of  some  of  their  patients  but  certainly  not 
the  majority,  especially  those  physicians  who 
attend  the  elderly,  the  cancer-stricken,  or  the 
suicide  victim.  The  doctor  responds  as  a car- 
ing human  being  but  not  as  a professional. 

John  P.  Lynch,  MD 

1 1 8 Paxton  Road 
Richmond  VA  23226 

1.  Irvine  P.  The  attending  at  the  funeral.  N Engl  J 

Med  1985;312:1704-1705 


allowing  persons  to  die,  was  written  by  Fenella 
Rouse,  JD,  the  society’s  staff  attorney,  and  takes 
the  form  of  succinct  discussions  of  fourteen  specific 
questions,  including; 

• What  is  the  legal  basis  of  the  patient’s  right  to 
refuse  treatment? 

• What  determines  whether  a patient  is  compe- 
tent to  make  decisions  about  life-sustaining  medical 
treatment? 

• What  if  the  patient’s  wishes  are  not  consistent 
with  an  assessment  of  the  patient’s  “best  interest?” 

After  several  questions  pertaining  to  “living 
wills,”  the  final  and  most  controversial  query  is 
raised: 

• Is  it  legally  permissible  to  withdraw  or  withhold 
artificial  feeding? 

The  book  closes  with  a state-by-state  summary, 
also  by  Ms.  Rouse,  of  living  will  legislation  and 
relevant  case  law. 

Among  the  ten  physicians  who  were  coauthors  of 
the  New  England  Journal  article  is  Edward  W. 
Hook,  MD,  chairman  of  the  Department  of  Medi- 
cine at  the  University  of  Virginia  and  current  presi- 
dent of  the  American  College  of  Physicians.  It  is  a 
distinguished  and  well-balanced  group  that  gives  us 
its  consensus  in  a carefully  worded,  well-written 
article  that  expresses,  I believe,  the  prevailing 
views  of  most  physicians  today. 

The  legal  situation  regarding  the  care  of  the 
terminally  and  irreversibly  ill  shifts  constantly,  with 
new  case  law  appearing  almost  weekly.  The  sum- 
mary in  this  volume  is  admirably  brief,  clear,  and 
informative  and  as  up-to-date  as  possible. 

This  little  book  should  be  in  every  doctor’s  office 
and  perhaps  in  every  waiting  room  as  well. 

Thomas  H.  Hunter,  MD 

Box  212 

Keswick  VA  22947 

H Still  available  at  Virginia  Medi- 
cal is  the  patient  brochure  that 
implements  Virginia’s  statuatory 
“safe  harbor’’  for  physicians,  the 
Natural  Death  Act.  To  receive  up 
to  100  copies  free  of  charge,  send 
your  order  to  Virginia  Medi- 
cal, 4205  Dover  Road,  Richmond 
VA  23221.  With  the  brochures 
you  will  receive  a guide  to  the 
Act’s  provisions. 


ACT 
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C.  Bruce  Morton,  MD 

Dr.  C.  Bruce  Morton  II,  retired  Charlottesville 
surgeon  and  former  chairman  of  the  Department  of 
Surgery  and  Gynecology  at  the  University  of  Vir- 
ginia School  of  Medicine,  died  December  13  in  a 
Sarasota,  Florida,  nursing  home.  He  was  85. 

A native  of  Tappahannock,  Dr.  Morton  earned 
both  bachelor’s  degree  and  doctorate  of  medicine 
(Class  of  1922)  at  the  University  of  Virginia,  joining 
the  university’s  faculty  in  1936  after  an  internship  at 
St.  Luke’s  Hospital  in  New  York  and  a surgical 
fellowship  at  the  Mayo  Clinic.  He  retired  from  the 
university  in  1970  and  moved  to  Sarasota  in  1975. 

Dr.  Morton  had  belonged  to  the  Albemarle  Coun- 
ty Medical  Society  and  The  Medical  Society  of 
Virginia  for  almost  60  years.  He  was  a member  also 
of  the  American  and  Southern  Surgical  Associa- 
tions, the  American  College  of  Surgeons,  and  the 
Southeastern  Surgical  Congress. 

Memoir  of  Paul  Zehfiiss 
1908-1985 

By  Connell  J.  Trimber,  MD 

Dr.  Paul  E.  Zehfuss,  an  Alexandria  ophthalmolo- 
gist with  many  years  of  distinguished  service,  died 
suddenly  on  May  22,  1985,  while  on  vacation  in 
Tucson,  Arizona.  His  passing  saddens  the  Northern 
Virginia  medical  community  as  well  as  many  citi- 
zens of  Alexandria  by  whom  he  has  been  beloved 
and  respected. 

Dr.  Zehfuss  was  born  in  Pittsburgh,  Pennsylva- 
nia, on  June  26,  1908.  He  attended  the  University  of 
Pittsburgh,  where  he  was  named  to  the  All-Ameri- 
can basketball  team,  notwithstanding  his  physique, 
which  was  more  moderate  than  most  players  so 
honored.  While  attending  the  University  of  Pitts- 
burgh Medical  School,  he  also  served  as  a coach  of 
the  basketball  team.  Following  graduation  in  1934, 
Dr.  Zehfuss  served  his  internship  at  Western  Penn- 
sylvania Hospital  and  his  residency  at  Episcopal 
Eye  and  Ear  Hospital  in  Washington,  D.C.  He 
began  his  practice  of  ophthalmology  in  Washington, 
remaining  there  until  he  relocated  in  Virginia  in 
1967.  He  was  an  outstanding  physician  and  surgeon 


who  had  the  respect  of  all  of  his  colleagues,  in 
ophthalmology  and  in  medicine  in  general. 

The  career  of  Dr.  Zehfuss  was  remarkable  for 
many  achievements,  among  them  his  active  service 
in  the  Northern  Virginia  Academy  of  Ophthalmolo- 
gy and  chairmanship  of  the  Alexandria  Hospital 
ophthalmological  department  from  1978  to  1982.  He 
later  designated  the  Alexandria  Hospital  as  recipi- 
ent of  any  memorials  on  his  behalf.  Dr.  Zehfuss  was 
also  a member  of  the  American  Academy  of  Oph- 
thalmology, The  Medical  Society  of  Virginia,  and 
the  American  Medical  Association. 

Dr.  Zehfuss  is  survived  by  his  wife,  Thelma,  and 
a son,  Paul  V.,  a daughter,  Diane  Kirsch,  and  two 
grandchildren. 

Robert  H.  Mauck,  MD 

Dr.  Robert  Hutcheson  Mauck,  retired  orthopedic 
surgeon,  died  December  14,  1985,  at  his  home  in 
Martinsville.  He  was  58. 

A native  of  Richmond,  Dr.  Mauck  earned  a 
bachelor  of  science  degree  from  Washington  and 
Lee  University  in  1950  and  was  graduated  from  the 
Johns  Hopkins  University  School  of  Medicine  in 
1954.  He  trained  at  the  Medical  College  of  Virginia 
and  practiced  first  at  the  McGuire  Veterans  Admin- 
istration Center  in  Richmond,  moving  to  Martins- 
ville in  1968  to  establish  a private  practice.  From 
1980  until  his  retirement  in  1984  he  was  on  the 
medical  staff  of  E.  I.  du  Pont  de  Nemours  in 
Martinsville. 

Dr.  Mauck  was  a long-time  member  of  The 
Medical  Society  of  Virginia  and  belonged  also  to  the 
Patrick  Henry  Medical  Society  and  the  Virginia 
Orthopaedic  Society.  His  two  brothers  are  Rich- 
mond physicians:  Dr.  William  R.  Mauck,  orthope- 
dist, and  Dr.  H.  Page  Mauck,  Jr.,  pediatrician. 

Memoir  of  R.  T.  Wingfield 
1925-1985 

By  James  B.  Jones,  MD,  Charles  Whitmore,  MD, 
and  Claire  Whitmore,  MD 

Dr.  R.  Terrell  Wingfield  was  born  in  Lynchburg, 
the  son  of  Beatrice  Johnson  Wingfield  and  Willie 
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Bob  Wingfield.  He  attended  schools  in  Lynchburg 
and  was  an  immensely  popular  student  who  partici- 
pated in  extra-curricular  activities.  He  attended 
VMI  and  Duke  University,  where  he  received  his 
undergraduate  and  medical  degrees  after  serving  in 
the  Navy  during  World  War  II.  He  served  as  a 
pediatric  extern  at  Guy’s  Hospital  in  London,  En- 
gland, in  1950.  His  internship  and  first  year  of 
psychiatric  residency  were  at  the  University  of 
Virginia  Hospital,  1951-1953,  after  which  he  prac- 
ticed general  medicine  in  Lynchburg  until  1957. 
During  his  years  of  practice  he  developed  an  in- 
creasing interest  in  psychiatry.  He  returned  to 
Charlottesville  where  he  served  a psychiatric  resi- 
dency and  then  returned  to  Lynchburg  to  practice 
psychiatry  in  1959.  He  maintained  his  private  prac- 
tice of  psychiatry  until  a few  months  before  his 
death. 

Dr.  Wingfield  was  a member  of  the  American 
Medical  Association,  The  Medical  Society  of  Vir- 
ginia, the  Neuropsychiatric  Society  of  Virginia,  the 
American  College  Health  Association,  and  other 
medical  organizations.  He  was  active  in  the  Ameri- 
can Psychiatric  Association  and  served  on  the 
Membership  Committee  from  1979-1982.  He  was 
active  in  the  Lynchburg  Academy  of  Medicine  and 
served  on  its  board  as  our  distinguished  president  in 
1980.  In  addition,  he  served  on  the  executive  com- 
mittees of  Virginia  Baptist  Hospital  and  Lynchburg 
General  Hospital  and  was  chief  of  medicine  at 
Lynchburg  General-Marshall  Lodge  Hospitals  in 
1960-1961.  He  was  greatly  admired  and  respected 
by  his  fellow  physicians.  Although  his  primary 
interest  was  psychiatry,  he  maintained  a true  inter- 
est in  all  things  medical.  His  inquisitive  and  search- 
ing mind  led  him  to  explore  all  aspects  of  the  field  of 
medicine.  During  his  practice  years,  Dr.  Wingfield 
had  an  active  interest  in  our  local  and  regional 
colleges  and  provided  psychiatric  counseling  for 
many  of  them. 

He  was  married  to  Barbara  Burgess  in  1949.  He 
was  devoted  to  Barbara  and  to  their  family,  which 
consisted  of  three  sons,  three  daughters,  and  six 
grandchildren.  As  close  as  they  were  as  a family, 
the  Wingfields  encouraged  a spirit  of  independence 
for  each  family  member.  He  loved  their  home  in 
Amherst  County.  It  is  a unique  home  with  an  ideal 
setting  on  a small  lake  and  is  an  individual  creation. 
Terry  did  much  of  the  construction  himself  and  was 
pleased  with  the  results.  Looking  at  the  wonders  of 
nature  he  surely  found  solace  there. 

He  was  indeed  a rare  person  and  will  be  remem- 
bered as  a beloved  physician. 


Memoir  of  H.  S.  Jackson 
1918-1985 

By  Leroy  Smith,  MD,  Frank  Pole,  MD 
and  Frank  Blanton,  MD 

Dr.  Hunter  Sheppard  Jackson  was  born  on  June 
16,  1918,  in  Richmond,  Virginia.  He  began  his 
formal  education  at  the  University  of  Richmond  and 
received  his  bachelor  of  science  degree  in  1939  and 
later  attended  the  Medical  College  of  Virginia, 
graduating  in  1942.  He  received  a master  of  science 
degree  in  plastic  surgery  from  the  University  of 
Minnesota  in  1948. 

Upon  graduating  from  medical  school,  he  served 
an  internship  at  Stuart  Circle  Hospital,  Richmond. 
Later  he  went  on  to  the  department  of  plastic 
surgery  at  the  Mayo  Foundation,  Rochester,  Min- 
nesota. He  served  there  for  a total  of  four  years, 
interrupted  for  one  year  by  his  service  in  the  United 
States  Medical  Corps.  After  his  Army  service,  he 
entered  the  practice  of  plastic  and  reconstructive 
surgery  in  Richmond  on  May  15,  1950,  where  he 
remained  until  his  untimely  death  on  May  12,  1985. 

During  this  time,  he  was  attending  and  consulting 
plastic  surgeon  for  the  McGuire  Veterans  Adminis- 
tration Hospital  and  was  head  of  the  general  plastic 
service  at  Children’s  Hospital.  He  held  the  position 
of  attending  plastic  surgeon  at  MCV. 

In  1960  he  became  consultant  in  Plastic  Surgery 
for  Blue  Shield  of  Virginia.  In  1981  he  became  a 
member  of  the  advisory  board  for  Blue  Cross  of 
Virginia.  He  was  on  the  advisory  committee  of  the 
Virginia  Department  of  Rehabilitation  for  The  Med- 
ical Society  of  Virginia.  He  was  past  president  of 
the  Virginia  Society  of  Plastic  and  Reconstructive 
Surgeons  and  of  the  medical  staff  of  Stuart  Circle 
Hospital. 

Dr.  Jackson  was  a member  of  the  American 
Medical  Association,  The  Medical  Society  of  Vir- 
ginia, the  American  Society  of  Plastic  and  Recon- 
structive Surgeons,  the  Southeastern  Society  of 
Plastic  and  Reconstructive  Surgeons  and  the  Rich- 
mond Academy  of  Medicine. 

Dr.  Jackson  dedicated  his  professional  life  to 
those  who  were  disabled  in  body  and  spirit.  He  gave 
his  time  to  many  patients  who  were  healed  by  his 
skills.  He  was  a most  devoted  family  man.  He  is 
survived  by  his  wife,  Libby,  a daughter,  Elizabeth, 
and  a son,  Scott,  and  five  grandchildren. 

The  Richmond  community  has  indeed  lost  a most 
gifted  and  dedicated  plastic  surgeon  and  we  who 
knew  him  well  have  lost  a devoted  friend. 
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NEW 

MEMBERS 


Alexandria  Medical  Society 

Iraj  Farzaneh,  MD,  Pediatrics,  205  Yoakum  Parkway, 
Alexandria  VA  22304 


Norfolk  Academy  of  Medicine 

Wilford  E.  Paulk,  MD,  Obstetrics/Gynecology,  901 
Hampton  Boulevard,  Norfolk  VA  23507 

David  S.  Ramstad,  MD,  Internal  Medicine,  850  Kemps- 
ville  Road,  Norfolk  VA  23502 

Roanoke  Academy  of  Medicine 

Jon  B.  Hagadorn,  MD,  Otolaryngology,  1802  Braeburn 
Drive,  Salem  V A 24153 

James  A.  Kelly,  MD,  Obstetrics/Gynecology,  1802  Brae- 
burn Drive,  Salem  VA  24153 


Fairfax  County  Medical  Society 

Kent  S.  Allenby,  MD,  Internal  Medicine,  6045  Arlington 
Boulevard,  Falls  Church  VA  22044 
Thomas  G.  Barsanti,  MD,  Emergency  Medicine,  7680 
Willow  Point  Drive,  Falls  Church  VA  22042 
Mary  L.  Keszler,  MD,  Pediatrics,  6025  Cheshire  Drive, 
Bethesda  MD  20814 

Pio  F.  Poblete,  MD,  Cardiology,  1038  Delf  Drive,  McLean 
VA  22101 


Southside  Virginia  Medical  Society 
Kelly  L.  Stern,  MD,  Family  Practice,  PO  Box  368,  Drakes 
Branch  VA  23937 

Helen  Youngblood,  MD,  General  Practice,  2151  Kenmore 
Road  South,  Richmond  VA  23225 

Southwestern  Virginia  Medical  Society 
Donald  E.  Schnell,  MD,  Pathology,  Route  1,  Box  145C, 
Pulaski  V A 24301 


Newport  News  Medical  Society 

Richard  B.  Lawson,  MD,  General  Surgery,  225  Shoe 
Lane,  Newport  News  VA  23606 

Portsmouth  Academy  of  Medicine 

John  L.  Grant,  MD,  Neurological  Surgery,  4041  Taylor 
Road,  Chesapeake  VA  23321 


Tri-County  Medical  Society 

Leo  B.  Simmons,  Jr.  MD,  General  Surgery,  707  Gittings 
Street,  Suffolk  VA  23434 

Richard  M.  H.  Thein,  MD,  Anesthesiology,  2924  Ames 
Cove  Drive,  Suffolk  VA  23435 
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WHO’S 

WHO 

IN  VIRGINIA  MEDICINE 

Many  of  The  Medical  Society  of 
Virginia’s  component  societies 
elect  new  officers  early  in  the  year. 

Dr.  John  W.  Klousia,  is  the  presi- 
dent for  1986  of  the  Alexandria 
Medical  Society,  and  Dr.  Thomas 
W.  Ericksen  takes  over  the  post  of 
secretary. 

In  Richmond,  Dr.  J.  Latane 
Ware  was  installed  as  president  of 
the  Academy  of  Medicine  and  Dr. 
John  M.  Daniel  III  as  secretary. 

The  Rockingham  County  Medi- 
cal Society’s  new  president  is  Dr. 
George  L.  Weidig,  while  Dr.  Samu- 
el G.  Showalter  is  the  new  secre- 
tary. 

Dr.  Harold  W.  Nase  has  assumed 
the  presidency  of  the  Southside 
Virginia  Medical  Society.  Dr. 
Clyde  H.  Dougherty  will  continue 
to  fulfill  secretarial  responsibilities. 

Members  of  the  Williamsburg/ 
James  City  County  Medical  Socie- 
ty elected  Dr.  Georgia  Ann  Prescott 
as  president  and  Dr.  Maurice  E. 
Graham  as  secretary. 

Dr.  Walter  L.  Blankenbaker  is 
the  new  president  of  the  Albemarle 
County  Medical  Society,  and  Dr. 
Howard  Montgomery  was  elected 
on  the  same  slate  as  secretary. 

The  Roanoke  Academy  of  Medi- 
cine’s new  president  is  Dr.  Henry 
R.  Ivey,  and  Dr.  John  W.  Pendleton 
is  the  new  secretary. 

The  New  Year  began  for  Dr. 
Terry  Whipple,  Richmond  surgeon, 
with  two  weeks  in  the  People’s 
Republic  of  China,  where  he  in- 
structed his  Chinese  peers  in  arth- 
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roscopic  surgery  for  arthritis  and 
traumatic  disorders  of  the  knee. 
The  program  was  the  cooperative 
venture  of  the  Sun  Yat  Sen  Univer- 
sity of  Medical  Sciences  in 
Guangzhou,  the  Bowman-Gray 
School  of  Medicine  in  Winston- 
Salem,  North  Carolina,  and  the 
Dyonics  Corporation  in  Andover, 
Massachusetts. 

Dr.  Robert  W.  Carey,  professor 
of  internal  medicine  at  the  Univer- 
sity of  Virginia,  has  been  named 
dean  of  the  School  of  Medicine.  He 
is  to  begin  the  five-year  appoint- 
ment on  April  1.  Dr.  Carey  heads 
the  school’s  Division  of  Endocri- 
nology and  Metabolism  and  is  na- 
tionally known  in  the  field  of  hy- 
pertension research.  He  will 
replace  Dr.  Norman  J.  Knorr,  who 
is  resigning,  to  return  to  research 
and  teaching. 

“Can  you  treat  poor  patients  free 
of  charge,  advertise  that  you  do  it, 
and  still  have  a profitable  prac- 
tice?’’ This  question  is  posed  at  the 
beginning  of  an  article  by  Dr.  David 
W.  White,  Lynchburg  ophthalmol- 
ogist, in  the  September  9,  1985, 
issue  of  Medical  Economics,  and 
the  answer,  according  to  Dr. White, 
is  a decided  Yes,  you  most  certain- 
ly can. 

Dr.  White  set  aside  each 
Wednesday  for  patients  who 
couldn’t  afford  to  pay,  he  relates, 
and  put  an  ad  in  the  local  newspa- 
per to  that  effect.  He  instituted  no 
screening,  choosing  to  assume  that 
those  who  say  they  can’t  pay  are 
telling  the  truth. 

Almost  immediately,  he  recalls, 
he  was  booked  for  15  to  20  patients 
every  Wednesday,  with  appoint- 
ments backed  up  for  a month — a 
situation  that  still  prevails.  If  a pa- 
tient qualifies  for  Medicare  or  Med- 
icaid, the  assignment  is  accepted, 
of  course,  but  the  word  got  around 
quickly,  he  says,  that  government 
insurance  was  not  needed. 


“It  didn’t  take  long  to  determine 
that  99%  of  my  Wednesday  pa- 
tients were  completely  deserving,’’ 
he  writes.  Only  one  or  two  “took 
me  for  a ride,’’  in  his  words,  and  he 
just  let  them  slide.  The  patients  are 
from  every  age-group  and  “every 
imaginable  circumstance.’’ 

It  proved  so  good  for  his  soul,  as 
he  puts  it,  that  he  persuaded  some 
of  Lynchburg’s  opticians  to  fill  pre- 
scriptions for  these  needy  patients 
free  of  charge.  Patients  who  need 
referring  are  sent  to  the  city  clinic, 
where  Dr.  White  and  eight  other 
ophthalmologists  rotate  for  nomi- 
nal pay.  So  far  only  one  of  the 
Wednesday  patients  has  needed 
surgery,  but  Dr.  White  followed 
through  “just  as  I do  with  my  pay- 
ing patients.’’ 

Several  months  of  these 
Wednesdays  have  given  Dr.  White 
a renewed  satisfaction  in  the  prac- 
tice of  medicine,  he  says,  and  to  his 
surprise  he  finds  that  his  practice  is 
growing  because,  he  thinks,  new 
paying  patients  respect  what  he’s 
doing  and  seek  him  out. 

Dr.  Eugene  F.  Poutasse,  Rich- 
mond, medical  director  of  the  Med- 
ical Society  of  Virginia  Review  Or- 
ganization, has  been  appointed 
chairman  of  the  Quality  Assurance 
Committee  of  the  American  Medi- 
cal Peer  Review  Association  (AM- 
PRA). 

New  president  of  the  medical 
staff  of  St.  Mary’s  Hospital,  Rich- 
mond, is  Dr.  Lawrence  C.  Zachari- 
as,  internist.  Dr.  Read  F.  McGehee, 
Jr.,  pulmonary  specialist,  is  the 
new  president  elect. 

At  the  Retreat  Hospital  in  Rich- 
mond, Dr.  Charles  W.  Byrd,  sur- 
geon, is  the  new  president  of  the 
medical  staff.  Elected  with  him  as 
president  elect  was  Dr.  Donald  P. 
Sanders,  family  practitioner. 
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CLASSIFIED 

Virginia  Medical  classified  ads  accepted  at  the  discre- 
tion of  the  Editor.  Rates  to  Medical  Society  of  Virginia 
members:  $15  per  insertion  up  to  50  words,  25 $ each 
additional  word.  To  non-members:  $30  per  insertion  up  to 
50  words,  25<t:  each  additional  word.  Deadline:  5th  day  of 
month  prior  to  month  of  publication.  Send  to  the  Adver- 
tising Manager,  4205  Dover  Road,  Richmond  VA  23221 . 


GENERAL  SURGEON — Board  certified  with  14  years 
experience  in  trauma,  oncology  and  vascular  surgery  wish- 
es to  relocate  from  the  frigid  north  to  the  Virginia  area. 
Contact  Larry  McGovern,  MD,  12029  James  Road,  Minne- 
apolis MN  55343.  (612)  936-9294. 

PHYSICIAN  WANTED— Board-certified  or  board-eligible 
(FP  or  ER)  for  emergency  department  and  urgent  care 
practice  in  fastest  growing  county  in  Virginia.  Close  prox- 
imity to  Richmond,  Williamsburg,  and  Tidewater  area. 
Guaranteed  minimum  with  profit  sharing.  Partnership 
available.  Please  call  or  write  Gaylord  W.  Ray,  MD, 
Walter  Reed  Memorial  Hospital,  Gloucester  VA  23061,  or 
call  (804)  693-4400,  ext.  182  or  199. 

FAMILY  PRACTITIONER  with  obstetrics  interest  to 
share  OB  with  one  other  family  practitioner  in  an  8- 
member  PC  in  Bedford.  Salary,  benefits,  profit  sharing, 
stock  purchase.  Needed  July  1,  1986,  to  replace  retiring 
physician.  Contact  Drs.  Wayne  Hutchinson  or  Leonard 
Cohen.  1700  Whitfield  Drive,  Bedford,  VA  24523,  (703) 
586-4723. 

INTERNIST — 12  physician  group,  well  established  in 
southwestern  Virginia.  Ideal  area  to  live — recreation,  lakes 
and  mountains.  Interstate  81  and  airlines.  Excellent  educa- 
tional facilities.  Have  opening  in  Department  of  General 
Internal  Medicine  as  well  as  openings  for  gastroenterology 
and  cardiology.  For  further  information,  contact  Mrs. 
Annabell  Callahan,  JMC,  191  Johnson  Street,  Abingdon 
VA  24210  for  interview.  Please  send  CV  for  review. 

PRACTICES  AVAILABLE — Allergy;  suburban  Philadel- 
phia, excellent  opportunity,  very  low  price.  Allergy;  Phila- 
delphia area,  very  large  practice.  Dermatology;  Connecti- 
cut, strong  finances.  Family  practice;  Philadelphia  and 
suburbs,  several  practices.  Internal  medicine;  Arizona, 
well  equipped.  Internal  medicine;  DC  suburb,  desirable 
community.  Pediatrics;  northeastern  Pennsylvania,  young 


growing  practice.  Pediatrics;  Colorado,  convenience  of  a 
group,  strong  finances.  Pediatrics;  central  New  York,  very 
large  practice.  Radiology;  Philadelphia,  large,  well-estab- 
lished. General  surgery;  New  Jersey,  attractive  practice 
near  NYC.  For  more  information,  call  (215)  667-8630  or 
send  your  curriculum  vitae  to:  Brokerage  Division,  Health 
Care  Personnel  Consulting  403  GSB  Building,  Bala  Cyn- 
wyd  PA  19004. 

PHYSICIANS  WANTED — Internist  or  generalist;  also 
physician  to  work  part-time;  mostly  adult  medicine;  JCAH 
hospital  nearby;  send  curriculum  vitae.  Physicians  also 
wanted  to  form  a medical  partnership  to  operate  a family 
practice/minor  emergency  center  in  Hopewell,  VA.  Reply 
to  Virginia  Medical,  Box  90,  4205  Dover  Road,  Rich- 
mond, VA  23221. 

ATTENTION  DOCTORS — Excellent  medical  facilities, 
minimal  paperwork  and  malpractice  insurance,  along  with 
the  opportunity  to  practice  unique  specialties,  are  all 
available  in  the  U.S.  Navy.  Enjoy  travel  as  well  as  numer- 
ous officer  fringe  benefits.  Practice  medicine,  not  business! 
Send  CV  to  Navy  Recruiting  District,  2715  Enterprise 
Parkway,  Richmond  VA  23229-2907,  Attention:  LTC. 

FOR  SALE — Brick,  2944  sq.  ft.,  two-doctor  medical  office 
in  Warsaw,  NC.  All  furnishings,  equipment  and  the  prac- 
tice for  $138,000.  Phone  (919)  293-7246  office,  (919)  293- 
3929  home. 

MEDICAL  OFFICE — One  of  Richmond’s  first  medical 
buildings  now  being  renovated  in  exciting  downtown. 
Apothecary  in  the  building.  Grand  restored  lobby.  Guar- 
anteed parking.  Convenient  to  public  transportation.  Ar- 
chitect/owner will  plan  your  office.  Also  ideal  for  satellite 
office.  Excellent  opportunity  for  new  or  existing  practice. 
Call  Chuck  Bingley  or  Dick  Shaia,  (804)  648-5881. 

EMERGENCY  PHYSICIANS — Emergency  medicine  op- 
portunities available  for  career-oriented  medical  directors 
and  staff  physicians  licensed  in  Maryland  and/or  Pennsyl- 
vania. Full-  and  part-time  positions  available.  Applicants 
must  have  a minimum  of  2 years  recent  experience.  Com- 
petitive income  and  malpractice  insurance.  Please  send  CV 
to  Debbie  Hibberts,  EMSA,  8200  West  Sunrise  Boulevard, 
Building  C,  Plantation  FL  33322,  or  call  (305)  472-6922. 

1986  CME  CRUISE/Conference  on  selected  medical 
topics — Carribbean,  Mexican,  Hawaiian,  Alaskan,  Medi- 
terranean. Year-round,  7-12  days.  Approved  for  20-24 
CME  Cat.  1 credits.  (AM  A/PR  A)  & A AFP  prescribed 
credits.  Distinguished  professors.  Fly  roundtrip  free  on 
Caribbean,  Mexican,  Mediterranean,  Alaskan  cruises.  Ex- 
cellent group  fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present  IRS  require- 
ments. Information:  International  Conferences,  189  Lodge 
Avenue,  Huntington  Station,  NY  11746.  (516)  549-0869. 
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YOUR  REPUTATION  IS  THE  BEST  ON  THE  BLOCK. 
YOUR  BUILDING  SHOULD  BE  TOO. 


Orthopedic  Specialists,  Inc,  Richmond,  Virginia 

(Recently  received  the  1985  AIA  First  Honor  award  and  the  1985  Urban  Design  award  for  the 

City  of  Richmond.) 


As  q professional,  you've  pur  o lor  of  hard  work  inro 
your  repurarion.  Wirh  all  your  efforrs,  shouldn'r  your 
pracrice  look  os  good  on  rhe  ourside  os  ir  performs 
on  rhe  inside?  We  believe  rhor  on  innovorive,  effi- 
cient functional  building  will  help  you  do  so. 

SB  Archirecr  has  esroblished  a proven  Track  record  in 
rhe  design  of  medical  office  buildings.  We  hove 
experience  in  rhe  areas  of  ourparienr  surgery  facili- 
ries,  as  well  as  various  kinds  of  examinarion  rooms, 
diagnosric  and  rherapy  areas,  parienr  educarion 
rooms,  and  office  and  adminisrrarive  spaces.  These 


award-winning  offices  for  Orrhopedic  Specialise  on 
Grove  Avenue  in  Richmond  ore  only  one  example. 

Take  a look  or  your  repurarion,  rhen  rake  o look  or 
your  building.  Are  rhey  borh  rhe  besr  on  rhe  block? 


1552  E.  Main  Street,  Richmond,  Virginia  23219 
Telephone  (804)  782-9444 
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LETTERS 


Takes  exception  to 
editorial  on  democracy 

In  its  January  1986  issue  Virginia  Medical 
published  an  editorial  by  Dr.  Leonard  Weyl  entitled 
“Democracy  Exemplified.” 1 It  described  how  uni- 
fied membership  between  the  American  Medical 
Association  and  The  Medical  Society  of  Virginia 
was  passed  by  the  House  of  Delegates  at  the  annual 
meeting  at  the  Homestead.  In  fact,  what  Dr.  Weyl 
described  was  exactly  how  not  to  make  democracy 
work  and  in  so  doing  how  to  weaken  a noble 
organization  such  as  the  state  medical  society.  The 
rationale  of  proponents  of  this  action  reminded  me 
of  William  Pitts’  famous  statement  to  the  House  of 
Commons  in  1783:  “Necessity  is  the  plea  for  every 
infringement  of  human  freedom.” 

Here  following  is  an  example  of  how  democracy 
is  working  in  a medical  organization. 

In  October  1985  the  Fairfax  County  Medical 
Society  sent  a questionnaire  to  its  715  members;  495 
replies  were  received.  No  previous  questionnaire 
sent  by  the  society  on  any  other  issue  had  had  a 
response  rate  even  close  to  this.  Of  those  respond- 
ing, 141  members  supported  the  concept  of  unified 
membership,  but  354  members  were  opposed,  and 
190  members  indicated  they  would  resign  from  the 
Fairfax  County  Medical  Society  if  unified  member- 
ship were  imposed.  On  February  11  the  Fairfax 
County  Medical  Society  adopted  by  a three-to-one 
margin  a bylaws  change  eliminating  the  requirement 
of  membership  in  The  Medical  Society  of  Virginia. 
At  the  annual  elections  in  December  1985,  this 
bylaws  change  was  supported  by  all  but  three 
members  of  the  Executive  Committee.  Two  of 
these  three  were  then  not  reelected  to  the  Executive 
Committee,  an  almost  unprecedented  action.  This 
is  how  democracy  really  works.  We  inform  our 
members  of  the  facts  and  are  willing  to  abide  by 
their  decision.  We  do  not  take  the  decision  out  of 
their  hands.  It  is  a matter  of  respect  for  our  peers 
and  for  the  democratic  process. 

By  not  referring  unification  to  the  general  mem- 
bership for  a vote,  those  at  the  Homestead  circum- 
vented the  democratic  process.  Aggrieved  mem- 


bers, such  as  myself,  will  now  vote  in  the  only  way 
left  for  them  to  vote,  by  withdrawing  from  member- 
ship in  The  Medical  Society  of  Virginia.  This  is  the 
only  thing  left  for  us,  in  good  conscience,  to  do. 

Paul  G.  Rochmis,  MD 

3027  Javier  Road 
Fairfax  VA  22031 

1.  Weyl  WL:  “Democracy  exemplified.”  Va  Med  1986; 
113:46-47 

Dr.  Weyl  replies:  Dr.  Rochmis  apparently  did  not 
get  the  drift  of  my  editorial.  In  a democratic  legisla- 
tive body,  decisions  are  not  made  by  postcard  polls 
but  by  reasoned  debate  and  discussions  on  all  sides 
of  the  question,  followed  by  an  informed  vote.  The 
decision  of  the  House  of  Delegates  was  arrived  at  in 
that  informed  manner,  not  by  instructed  puppets, 
but  by  dedicated  leaders. 

Takes  exception  to 
insurance  ad 

The  insurance  ad  running  in  Virginia  Medical 
that  says  in  part,  “It’s  not  their  i.e.,  the  lawyers’ 
fault”  is  grossly  false.  It  takes  three  to  make  a 
malpractice  suit — plaintiff,  defendant,  and  attorney. 
Therefore,  I feel  that  lawyers  are  responsible  for  at 
least  one-third  of  the  problems;  even  an  attorney 
can  see  the  logic  in  that  statement.  I personally  feel 
they  must  accept  more  than  one-third  of  the  blame 
because  this  is  their  ballpark,  and  they  are  the  only 
ones  (and  the  logical  ones)  to  control  it.  The  system 
is  archaic,  and  there  is  no  risk  except  for  the 
defendant.  That’s  unjust.  Please  correct  false  ad- 
vertising. 

Victor  Oberheu,  MD 

139  South  Main  Street 
Danville  VA  24541 

Editors’  Note:  Dr.  Oberheu  alludes  to  the  three-page 
Virginia  Insurance  Reciprocal  advertisement  which 
appears  elsewhere  in  this  issue.  His  letter  will  be 
referred  to  the  members  of  the  Editorial  Board  for 
consideration  at  their  next  meeting. 


VOLUME  113 


VIRGINIA  MEDICAL/APRIL  1986 


193 


ITS  USER 
TO  SWALLOW 


For  many  chronic  pain  sufferers,  the  idea 
of  being  wedded  to  a bottle  of  pills  is  hard 
to  take.  They  know  that  continuous  use  of 
narcotics  can  lead  to  drowsiness,  addiction, 
loss  of  appetite,  constipation  and  much  more. 

That’s  why  you  may  want  to  consider  the 
DYNEX II  Neurostimulator,  a leading  TENS 
(for  Transcutaneous  Electrical  Nerve  Stimula- 
tion) device  that’s  helping  many  pain  patients 
gain  a new  lease  on  life. 

Completely  safe,  DYNEX  II  doesn’t  cause 
unwanted  side  effects.  And  because  it’s  small 
and  unobtrusive,  it  can  be  worn  under 
clothing  — allowing  you  to  go  anywhere  with 
pain-free  peace  of  mind. 

For  service  or  more  information  about 
DYNEX  II  and  the  complete  line  of  cost-effec- 
ntmnv  tive  TENS  accessories, 
contact  your  DYNEX 

Pain  Management  System  dealer  at: 


TENS 


of  Virginia,  Inc. 


1214  Westover  Hills  Boulevard,  Suite  101 


Richmond,  Virginia  23225 
1-800-322-TENS  • 804-232-2000 


Last  Year  Over  500,000 
Transcutaneous  Electrical 
Nerve  Stimulators 
Were  Prescribed  in  the 
United  States 


TENS  vs 

NARCOTICS 

Sustained  Analgesia 

Analgesia-not 

Sustained 

Continued  Mental 
Awareness 

Decreased  Mental 
Activity 

Extremely  Safe 

Addictive 

Patient 

Participation 

Lethargy 

Non-in  vasive 

Cutaneous 

Vasodilation 

Increased  Mobility/ 
Decreased  Guarding 
Response 

Orthostatic 

Hypotension 

Decreased  Drug  Intake 

Respiratory 

Depression 

<H> 

N ausea/ Vomiting 

Constipation/ 
Urine  Retention 

Dysphagia 

TENS  OF  VIRGINIA,  INC.  is  the 
professional  TENS  dealer.  We  are 

ready  to  provide  you  with  the  most  up  to 
date  equipment,  information  and  in-service 
programs. 


1 -800-322-TENS 
804-232-2000 


We  subscribe  to  the  Code  of  Ethics  as  set 
forth  by  the  Medical  Electronics  Dealers 
Association. 


Consider  the 
causative  organisms... 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor  (cefaclor  Lilly)  is  indicated  in  the 
treatment  ol  the  following  infections  when  caused  Oy  susceptible 
strains  ot  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Streptococcus  pneumoniae  lOiptococcus  pneumomaei  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
perlormed  to  determine  susceptibility  ol  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  ol  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULO  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  ANO  THE 

cephalosporins  and  there  are  instances  in  which 

PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  ORUG  CLASSES 

Antibiotics  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  lorm  ol  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  i including  macrolides  semisynthetic 
penicillins  and  cephalosporins i therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  ol  antibiotics  Such  colitis  may  range  in 
severity  Irom  mild  to  lile-threalemng 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
llora  ol  Ihe  colon  and  may  permit  overgrowth  ol  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  Pitticile  is  one 
primary  cause  ol  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies  and  fluid,  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  alter  the  drug  has  been 
discontinued  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
ol  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  ol  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  - II  an  allergic  reaction  to 
Ceclor ' (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued 
and  il  necessary,  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  ol 
nonsusceptible  organisms  Carelul  observation  of  the  patient  is 
essential  if  superinlection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulm 
tests  are  perlormed  on  the  minor  side  or  in  Coombs  testing  ol 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  ol 
markedly  impaired  renal  function  Linder  such  conditions,  carelul 
clinical  observation  and  laboratory  studies  should  be  made 
because  sale  dosage  may  be  lower  than  that  usually  recommended 
As  a result  ol  administration  ol  Ceclor  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg  s solutions  and  also  with  Climtest ' 
tablets  but  not  with  Tes-Tape’  iGlucose  Enzymatic  Test  Strip 
USP  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  ol  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  perlormed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  limes  Ihe  maximum 


human  dose  and  have  revealed  no  evidence  ol  impaired  fertility 
or  harm  lo  the  letus  due  to  Ceclor  (cefaclor.  Lilly)  There  are 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  dl  human  response,  this  drug  should  be  used  during 
pregnancy  only  il  clearly  needed 
Nursing  Mothers  - Small  amounts  ol  Ceclor  have  been  detected 
in  mother's  milk  following  administration  ot  single  500-mg  doses 
Average  levels  were  0 18,  0 20.  0 21.  and  0 1b  mcg/ml  at  two 
three,  lour,  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  ellect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is-admimstered  lo  a 
nursing  woman 

Usage  in  Children  - Salety  and  effectiveness  ol  this  product  lor 
use  in  infants  less  than  one  month  ol  age  have  not  been  established 
Adverse  Reactions:  Adverse  ellects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  ol 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  ol  pseudomembranous  colitis  may  appear  either 
during  or  alter  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  ol  patients  and  include  morbililorm  eruptions  (1  in  100 
Pruritus  urticaria  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  ol  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and  frequently  lever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  ol  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  Irequemly 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a lew 
days  after  initiation  ol  therapy  and  subside  within  a lew  days 
alter  cessation  ol  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
ol  the  syndrome 

Cases  ol  anaphylaxis  have  been  reported  hall  ol  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Othei  ellects  considered  related  to  therapy  included 
eosinophilia  d in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  ol  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  lor  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT.  or  alkaline 
phosphatase  values  It  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  it  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  Hess  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782RI 


Note  Ceclor’  (cefaclor  Lilly)  is  contraindicated  in  patients 
with  known  allergy  lo  ihe  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  ol  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
ol  rheumatic  lever  See  prescribing  information 
£ 1984  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  reguest  from 
[li  Lilly  and  Company 
Indianapolis  Indiana  46285 
Ell  Lilly  Industries.  Inc 
Carolina  Puerto  Rico  00630 
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THIS  ISSUE  WILL  GO  FAR 


Any  report  from  the  renowned  Jones  Institute  in  Norfolk 
is  studied  'round  the  world,  but  the  five-year  experience 
analyzed  by  Anibal  Acosta  et  al  on  pages  216-221  is 
of  surpassing  significance,  and  this  issue  of  Virginia 
Medical  will  undoubtedly  have  a huge  and  highly  attentive 
audience.  Virginia  Medical  is  privileged  to  publish 
these  landmark  results.  We  commmend  to  you  also  the 
related  editorial  by  Charles  Davis  on  page  232,  with 
which  you  will  find  a picture  of  Georgeanna  and  Howard 
W.  Jones,  Jr.,  with  two  of  the  babies  born  through 
the  in  vitro  fertilization  program  they  originated. 


AIDS  CASES  IN  VIRGINIA  MAPPED 

How  many  cases  of  AIDS  have  been  reported  in  Virginia? 
For  the  answer,  turn  to  page  223,  where  a map  shows 
the  number  of  cases  and  their  distribution;  on 
page  225  is  a table  giving  the  age,  race,  and  risk 
groups  of  the  reported  cases.  The  data  appear  in  a 
section  in  which  Wayne  Engel  and  Martin  Cader  discuss 
emotional  and  clinical  aspects  of  the  disease.  The 
US  Public  Health  Service  has  recommended  that  all 
persons  at  high  risk  for  AIDS  be  tested  periodically; 
Virginia's  five  testing  sites  are  listed  on  page  226. 


HMO  FEVER  RISES  AT  HOME , ABROAD 


While  the  committee  appointed  by 
M.  Caravati,  Jr.,  to  study  the  f 
MSV-sponsored  health  maintenance 
been  meeting,  other  state  societ 
the  HMO  fray.  The  Medical  Associ 
statewide  HMO  is  "ready  to  roll, 
in  AMA  News.  Called  the  Georgia 
it  is  the  first  HMO  to  be  create 
by  a state  medical  society,  and 
$3.5  million  in  working  capital, 
was  raised  through  assessing  the 
members . 

The  Mississippi  State  Medic 
enrolling  physicians  in  its  IPA, 
become  a member,  physicians  must 


President  Charles 
easibility  of  an 
organization  has 
ies  are  plunging  into 
ation  of  George's 
" according  to  a report 
Health  Network  (GHN), 
d,  owned,  and  controlled 
it  is  bankrolled  with 
$2.5  million  of  which 
association's  6,300 

al  Association  is 
the  report  relates;  to 
pay  a $750  fee  and 
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$2,500  for  100  shares  of  stock.  The  South  Dakota  State 
Medical  Association  has  enrolled  500  of  its  750  members 
in  its  HMO/IPA , which  is  financed  by  the  association. 
Later  this  year,  delegates  to  the  annual  meetings 
of  the  North  Carolina  and  Tennessee  medical  societies 
are  to  vote  on  proposals  to  set  up  statewide  IPAs. 

In  the  state  of  Virginia  there  are  now  18  HMOs 
licensed  to  operate.  Seven  of  them  are  owned  by  national 
corporations;  two  of  these  are  insurance  biggies, 

Aetna  (CHOICE,  in  Northern  Virginia)  and  Prudential 
(PruCare,  Richmond).  Now  one  of  their  competitors, 
the  Travelers,  has  filed  a letter  of  intent  to  buy 
the  Whittaker  Corporation's  nationwide  HMO  network, 
which  includes  Whittaker  Health  Services  of  Norfolk, 
and  Whittaker  has  agreed  to  sell  for  $34  million.  The 
Norfolk  plan  is  an  HMO/IPA  founded  in  1983  by  a group 
of  physicians,  including  Dr.  Claude  A.  Smith,  who 
is  still  its  medical  director;  it  was  bought  by 
Whittaker  last  year. 

In  work  for  publication  in  Virginia  Medical  is 
a chart  on  the  current  crop  of  HMOs  in  Virginia,  to 
show  you  who  owns  what  and  where  and  how  many  physicians 
and  subscribers  are  involved.  It's  slow  going.  Maybe 
by  fall. 


ASC  LEGISLATION,  CERTIFICATES  STALLED 

The  bill  introduced  by  Sen.  Daniel  W.  Bird,  Jr. 
(D-Wytheville ) , to  exempt  free-standing  ambulatory 
surgery  centers  from  the  certificate  of  need  process 
failed  to  make  the  grade  at  the  1986  General  Assembly. 

The  legislators  agreed  to  carry  it  over,  however, 
so  its  sponsors  can  give  it  another  go  next  year. 

Since  the  early  1980s,  ASCs  have  been  widely 
touted  as  cost-containers,  and  hospitals  have  been 
launching  them  right  and  left.  But  only  one  certificate 
of  need  for  a free-standing  version  operated  by  physicians 
has  been  granted  in  Virginia;  that  was  in  1983,  and 
the  lucky  winner  was  urologist  C.  M.  Kinloch  Nelson. 

Two  applications  for  free-standing  ASCs  are  still 
in  the  pipeline.  The  petition  of  six  Richmond  orthopedists 
headed  by  Dr.  Charles  L.  McDowell  passed  the  CON  review 
protocols  without  difficulty,  but  Commissioner  of 
Health  James  B.  Kenley  denied  it  nonetheless.  When 
their  subsequent  informal  appeal  was  also  denied, 

Dr.  McDowell  and  partners  went  to  court,  and  the  judge 
found  in  their  favor.  Whereupon  the  Commissioner  filed 
suit  to  reverse  the  decision,  and  this  last  resort 
is  to  be  adjudicated  this  month. 

The  application  for  a free-standing  ophthalmologic 
ASC  in  Richmond  by  Drs.  Anthony  D.  Sakowski,  Jr., 

Walter  E.  Bundy  III,  and  J.  Paul  Bullock,  Jr.,  also 
sailed  smartly  through  the  CON  conduit  until  it  came 
to  the  Commissioner,  where  it,  too,  met  denial.  Thus 
far  the  ophthalmologists  have  not  picked  up  any  of 
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the  appeal  options,  but  in  Richmond’s  West  End  they 
are  putting  up  a classy  new  home  for  their  Virginia 
Eye  Institute.  The  architect  is  Sanford  Bond,  who 
has  also  worked  for  Dr.  McDowell  and  partners,  as 
see  page  190. 

^or  predictions  by  Dr.  Kenley  on  the  future  of 
the  certificate  of  need  system,  turn  to  page  235. 


PATIENT-PLEASER  PLEASES  PEDIATRICIANS,  TOO 

There’s  a growing  trend  among  pediatricians  in 
private  practice  to  set  up  evening  office  hours. 

(This  is  what  banks  call  the  ’’nocturnal  market"; 
automated  teller  machines  take  care  of  it  while  the 
bankers  are  home  in  bed.) 

In  Virginia,  seven  pediatric  associates  in 
Charlottesville  and  a group  of  six  pediatricians  in 
Roanoke  pioneered  this  trend;  they  have  been  keeping 
evening  and  weekend  hours  since  1971.  How  was  it  they 
got  off  to  such  an  early  start?  "We  had  an  enormous 
number  of  working  parents,  even  then,"  recalled  Dr.  Frank 
M.  Guilfoyle  of  the  Roanoke  group.  "And  it  was  really 
a problem,  traipsing  around  all  night  to  the  various 
emergency  rooms  to  meet  folks." 

In  Norfolk,  four  pediatricians  headed  by  Dr.  Alfred 
M.  Schulwolf  now  have  extended  hours,  and  so  do  Dr.  Ira 
Seiler,  Jr.,  Dr.  Maximillian  G.  Walten  and  Dr.  Philip 
R.  Littleton  at  their  offices  in  Springfield  and 
Woodbr idge . 

The  latest  to  set  up  nighttime  shop  are  eight 
pediatricians  in  the  Fredericksburg  area  who  were 
given  space  for  a communal  after-hours  office  by  Mary 
Washington  Hospital.  They  immediately  began  attracting 
a lot  of  patients--as  many  as  26  in  one  evening,  according 
to  Dr.  John  W.  Painter,  and  they  also  drew  a big  feature 
story  in  the  local  newspaper. 

Schedule  and  setup  are  much  the  same  with  all 
these  groups:  Nurse  comes  on  at  5 pm,  doctor  comes 
in  at  7,  closing  is  at  10;  for  most,  this  timetable 
obtains  seven  days  a week.  Many  groups  have  added 
daytime  hours  on  the  weekend.  The  doctors  rotate  the 
duty.  The  charges  are  slightly  higher,  but  the  parents 
know  a good  thing  when  they’ve  got  it  and  never  complain. 

There  are,  however,  frequent  complaints  by  the 
Charlottesville  pediatricians’  consultant.  "Whenever 
he  comes  in  to  assess  our  office  systems,"  explained 
Dr.  Charles  H.  Gleason,  "he  says,  ’Get  rid  of  those 
evening  hours.  They’re  not  making  any  money.'  But 
it's  worth  the  world  in  satisfaction  for  us  and  the 
patients.  We'd  never  change  it."  — Ann  Gray 
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FCARE 
THERAPY 


Now  there's  an  alternative  to  hos- 
pitalization for  patients  in  need  of  in- 
travenous therapy  Intracare  can  provide 
this  constant  specialized  outpatient  care 
for  patients  in  Maryland,  D.C.  and  Virginia. 

The  Intracare  pharmacists  and  nurses,  all 
specialists  in  IV  therapy,  are  on  call  24  hours 
a day,  7 days  a week.  This  personal  ap- 
proach insures  that  patient's  specific 
needs  are  carefully  monitored  and 
attended  to  at  all  times. 


A wide  variety  of  IV 
infusions  for  a wide  range 
of  cases. 


Name:  Wayne  Wilkins 
D.O.B.:  11/6/46 
Diagnosis:  Osteomyelitis 
of  the  foot 

Treatment:  Intravenous 
antibiotics 


In  addition  to  6 beds  for 
infusion  patients  who  re- 
quire close  observa- 
tion, there  are  4 exam- 
ining rooms  for  short 
term  treatments — all  in 
a pleasant  setting  to 
make  your  patients  as 
comfortable  as  possi- 
ble. Or  if  you  wish,  an 
Intracare  staff  member 
will  teach  your  patients  to 
administer  their  own  infusion 
through  a heparin  lock. 

Intracare  provides  IV  infusions 
of  antibiotics,  total  parenteral  nu 
trition,  steroids,  blood  products, 
and  a host  of  other  fluids  or  medica- 
tions. Plus  supplies,  pumps,  and 
chemotherapy  drugs  and  catheter  care 
for  central  venous  catheter  patients. 

All  medications  and  supplies  for  our  outpatients 
are  dispensed  at  the  time  of  visit  from  our  in-house 
pharmacy.  Homebound  patients  appreciate  the 
option  of  having  their  medications  and  supplies 
delivered — or  picked  up  from  our  pharmacy. 

Less  cost.  Less  lifestyle  interruption. 

Consider  the  benefits  to  your  patients  of  being  able  to 
lead  normal  lives,  attend  school,  go  to  work.  Consider  the 
enormous  savings  over  in-hospital  IV  therapy — up  to  60% 
less.  Consider  that  Intracare  has  treated  thousands  of  pa- 
tients with  excellent  results.  And  most  important,  a level  of 
caring  that  makes  all  out  patients  secure  in  trusting  their  IV 
therapy  to  us. 


Name:  Thomas  Wheatley 
D.O.B.:  9/13/33 
Diagnosis:  Colonic 
Carcinoma 

Treatment:  Continuous 
chemotherapy  via 
portable  infusion  pump. 
Patient  has  C.V.C. 


Name:  Emily  Topolsky 
D.O.B.:  7/28/77 
Diagnosis:  Chronic 
pyelonephritis 
Treatment:  Intravenous 
antibiotics 


Name:  Dudley  Watts 
D.O.B.:  8/24/20 
Diagnosis:  Colonic 
carcinoma 

Treatment:  Continuous 
chemotherapy  via 
portable  infusion  pump. 
Patient  has  C.V.C. 


The  above  patients 
have  all  received 
treatment  by  IV 
therapy  at  Intracare. 

For  a tour  of  Intracare 
facilities  or  more 
information  about  our 
clinical  program,  call  us  at 
(703)280-5390. 
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Suheil  J.  Muasher,  MD,  and  Zev  Rosenwaks,  MD, 

Norfolk , Virginia 


Experience  with  in  vitro  fertilization  at  the  Jones  Institute  suggests  that 
there  is  the  same  rate  of  both  expectancy  of  pregnancy  and  its  continuation 
regardless  of  the  infertility  diagnosis;  further,  the  pregnancy  rate  is  not 
diminished  by  multiple  diagnoses.  There  are  nine  specific  indications  for 
IVF,  with  tubal  disease  and  endometriosis  the  most  common;  success  in 
overcoming  infertility  due  to  DES  exposure  has  been  particularly  gratifying. 
The  overall  IVF  pregnancy  rate  of  26.8%  by  transfer  is  remarkably  similar  to 
the  pregnancy  rate  for  a month  of  exposure  during  normal  reproduction.  It  is 
concluded  that  in  vitro  fertilization  can  now  be  accepted  as  a standard 
clinical  therapy  for  a variety  of  conditions. 


In  vitro  fertilization  (IVF)  was  first  applied  as  a 
method  of  bypassing  absent  tubes  or  uncorrect- 
able  tubal  disease.  However,  with  time  the  indica- 
tions have  been  extended  to  a variety  of  disorders. 
The  purpose  of  this  communication  is  to  discuss  the 
current  indications  for  in  vitro  fertilization,  using  as 
a basis  the  experience  of  the  Norfolk  program  from 
1 January  1981  through  31  December  1985.  The 

From  the  Howard  and  Georgeanna  Jones  Institute  for 
Reproductive  Medicine,  Department  of  Obstetrics  and 
Gynecology,  Eastern  Virginia  Medical  School,  Norfolk. 
Address  correspondence  to  Dr.  Howard  Jones  at  Hof- 
heimer  Hall,  825  Fairfax  Avenue,  Norfolk  VA  23507. 


patients  and  couples  have  been  categorized  accord- 
ing to  their  primary  diagnosis.  Some  20%  of  the 
patients  had  secondary  diagnoses,  but  it  has  been  of 
interest  that  the  secondary  diagnosis  has  not  influ- 
enced the  pregnancy  rate.1  Thus,  for  example,  a 
patient  who  might  have  both  tubal  disease  and 
endometriosis  does  not  seem  to  have  her  expecta- 
tion of  pregnancy  diminished  by  the  fact  that  she 
has  two  difficulties,  since  the  in  vitro  fertilization 
process,  if  successful,  is  able  to  overcome  two  as 
well  as  one.  For  this  reason  no  further  consider- 
ation will  be  given  to  the  problem  of  multiple 
diagnoses. 

The  case  material  is  consecutive  from  the  begin- 
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ning  of  the  stimulation  program  in  January  1981 
through  December  1985.  There  were  1078  cycles  of 
transfer  among  775  different  patients.  The  method 
of  stimulating  and  monitoring  patients  has  been 
previously  reported.2  In  brief,  stimulation  with  hu- 
man menopausal  gonadotropin  (Pergonal®  or  Me- 


For  a related  editorial,  see  page  232. 


trodin®,  both  from  Serono)  has  been  routine.  The 
purpose  of  stimulation  is  to  make  available  more 
than  a single  oocyte,  which  is  characteristic  of  the 
normal  cycle.  The  technique  of  follicular  aspiration 
by  way  of  laparoscopy  has  been  constant  since  the 
beginning  of  the  program.3  During  1985  ultrasound- 
guided  transvesical  aspiration  was  introduced;  it  is 
now  a routine  procedure  where  indicated.  The 
culture  method  has  been  constant  except  that  dur- 
ing the  last  few  years  the  number  of  sperm  per  ml 
has  been  decreased  from  500,000  to  50,000  with 
fertilization  and  cleavage  rates  which  have  been 
essentially  the  same.4  The  oocytes  are  classified 
according  to  the  state  of  their  maturity  at  the  time  of 
aspiration,  and  the  details  of  this  have  been  previ- 
ously reported."  The  method  of  transferring  the 
cleaving  oocyte  to  the  patient  has  also  been  previ- 
ously described.6 

Stimulation  and  monitoring  require  the  presence 
of  the  patient  in  Norfolk  from  the  third  day  of  the 
specific  menstrual  cycle.  The  aspiration  of  the 
eggs — on  an  outpatient  basis  but  under  anesthesia 
in  the  surgical  diagnostic  unit  of  the  Norfolk  Gener- 
al Hospital — is  a matter  of  30  minutes  or  so,  and  the 
patient  returns  to  her  home  or  hotel  two  to  three 
hours  after  the  procedure.  Transfer  is  carried  out 
about  48  hours  after  aspiration  of  the  oocyte,  when 
the  pre-embryo  is  usually  in  the  4-  to  6-cell  stage. 
It  is  also  done  on  an  outpatient  basis,  without  an- 
esthesia, with  the  patient  in  the  knee-chest  posi- 
tion. 

During  1985  a donor  egg  program  was  initiated  for 
couples,  the  female  partner  of  whom  did  not  have 
oocytes  of  her  own  as,  for  example,  from  premature 
menopause  or  other  causes.  So  far  this  has  been  a 
very  small  program  because  of  the  scarcity  of  eggs 
available;  nevertheless,  there  have  been  three  preg- 
nancies and  two  term  births  from  this  activity.  The 
data  from  the  donor  egg  program  are  not  included  in 
the  accompanying  tables. 

Selection  of  Patients 

The  general  criteria  for  patient  selection  for  basic 
IVF  do  not  differ  from  the  criteria  for  patient 


selection  for  therapy  of  infertility  from  any  cause, 
with  the  possible  exception  of  age.  It  has  long  been 
recognized  that  natural  fertility  decreases  with  age, 
substantially  so  beginning  about  the  age  of  35. 

For  many  years  it  has  been  the  customary  prac- 
tice not  to  offer  surgical  therapy  for  infertility  to 
patients  much  above  the  age  of  35.  Thirty-five  was 
the  upper  age  limit  of  the  Norfolk  IVF  program 
when  it  began;  however,  this  rule  was  gradually 
violated.  Indeed,  some  patients  were  found  to  give 
inaccurate  histories  with  regard  to  their  age  until 
after  a pregnancy  was  established.  In  our  program 
an  analysis  has  shown  that  the  pregnancy  rate  in  the 
age  bracket  36-39  has  been  better  than  for  any  other 
age  group.  The  pregnancy  rate  for  patients  aged  40 
and  above  does  seem  to  be  less  than  for  patients 
aged  39  and  below,  but  15  pregnancies  have  oc- 
curred in  patients  40  and  above.  However,  the 
miscarriage  rate  of  patients  in  this  age  group  is 
troubling  (Table  1).  Our  oldest  mother  was  42  at  the 


Table  1.  Norfolk  Series  1-21.  Pregnancy  Rate  by  Age. 


Age 

Transfers 

Pregnancies 

7c  Preg/Tr 

Abortion 

Rate 

<25 

6 

0 

0. 

0. 

26-30 

22 

53 

25.0 

26.4 

31-35 

549 

146 

26.6 

38.3 

36-39 

251 

75 

29.9 

29.3 

>40 

60 

15 

25.0 

60.0 

time  her  child  was  born.  This  experience  is  consis- 
tent with  that  of  Edwards  and  Steptoe,8  who  found 
that  the  expectancy  of  pregnancy  among  patients 
aged  40  and  above  was  diminished  and  the  abortion 
rate  was  high.  Thus  it  seems  that  IVF  should  be 
offered  to  a patient  who  is  40  and  above  only  with 
great  reluctance  and  under  special  circumstances, 
with  the  full  understanding  by  the  patient  that  the 
expectancy  of  pregnancy  is  greatly  diminished  and 
that  the  abortion  rate  is  troublesomely  high. 

Specific  Indications 

Tubal  Disease 

Of  the  1,078  transfers,  725  (61%)  have  been  in 
patients  who  have  had  tubal  disease.  All  of  these 
patients  had  failed  conventional  therapy,  and  sever- 
al of  them  had  had  one  or  more  laparotomies  to 
correct  their  tubal  problems.  For  the  most  part, 
eggs  were  harvested  by  laparoscopy,  but  in  1985 
there  were  26  cycles  of  aspiration  by  way  of  ultra- 
sound-guided transvesical  aspiration.  Probably  all 
of  these  patients  had  tubal  disease,  although  for 
some  of  them  the  laparoscopic  examination  was  not 
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Table  2.  Norfolk  Series  1-21.  Pregnancy  Rate  by  Diagnosis. 


Diagnosis 

Transfers 

Pregnancies 

% Preg/Tr 

Preg  >12  Wks 

% Preg  >12  Wks/Tr 

All 

1078 

289 

26.8 

200 

18.6 

Tubal 

725 

192 

26.5 

139 

19.2 

Endometriosis 

143 

36 

25.2 

27 

18.9 

Male 

46 

12 

26.1 

10 

21.7 

Idiopathic 

60 

22 

36.7 

14 

23.3 

Transvesical 

26 

7 

26.9 

6 

23.0 

DES 

59 

15 

25.4 

12 

20.3 

Cervical 

10 

1 

10.0 

1 

10.0 

Immunological 

5 

2 

40.0 

2 

40.0 

Anovulation 

4 

2 

50.0 

1 

25.0 

Table  3.  Norfolk  Series  1-21.  Pregnancy  Rate  with  Tubal  Factor. 


Ovaries 

Transfers 

Pregnancies 

Preg  >12  Wks 

% Preg/Tr 

% Preg  >12  Wks/Tr 

% Abortion 

1-2 

725 

192 

139 

26.5 

19.2 

27.6 

2 

604 

161 

120 

26.7 

19.9 

25.5 

1 

121 

31 

19 

25.6 

15.7 

38.7 

carried  out  at  the  Norfolk  facility;  for  that  reason 
they  have  been  separately  categorized  in  the  table. 
If  this  patient  group  is  added  to  those  in  whom  the 
diagnosis  was  specifically  made  by  laparoscopy,  the 
total  percentage  of  tubal  disease  rises  to  about  64%. 
The  pregnancy  rate  for  tubal  disease  was  26.5%, 
which  is  almost  precisely  the  same  as  the  pregnancy 
rate  for  the  small  number  of  patients  who  were 
treated  by  transvesical  aspiration,  the  pregnancy 
rate  for  the  latter  being  26.9%  (Table  2). 

Of  special  interest  is  the  fact  that  of  the  725 
patients  categorized  as  having  tubal  disease,  121 
(16.7%)  had  had  surgical  removal  of  one  of  the 
ovaries  during  the  surgical  effort  to  improve  their 
pelvic  condition.  It  is  of  great  interest  that  the 
pregnancy  rate  among  the  patients  with  one  ovary 
was  not  substantially  less  than  among  the  patients 
with  two  ovaries  (Table  3).  There  was  some  differ- 
ence in  the  continuing  pregnancy  rate,  however,  the 
rate  being  19.9%  for  patients  with  two  ovaries  and 
15.7%  for  those  with  one  ovary.  Although  this 
difference  is  not  statistically  significant  at  the  95% 
confidence  level,  the  trend  may  be  an  expression  of 
the  inferior  quality  of  the  eggs  obtained  from  a 
single  ovary.  This  is,  however,  entirely  speculation. 

Endometriosis 

The  second  most  common  diagnosis  was  endo- 
metriosis, there  being  143  transfer  cycles  in  patients 
with  this  diagnosis.  This  represents  more  than  13% 
of  the  total  experience.  All  of  these  patients  had  had 
previous  surgical  and/or  endocrine  therapy  for  their 
disease.  At  the  time  of  aspiration  most  of  these 
patients  had  active  endometriosis.  About  20%  of 
them  had  a history  of  treatment  for  endometriosis 
without  success,  and  at  the  time  of  aspiration  no 
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evidence  of  endometriosis  could  be  determined  by 
laparoscopy;  those  patients  have  nevertheless  been 
kept  within  the  diagnostic  category.  The  pregnancy 
rate  in  this  group  of  patients  was  25.2%  per  transfer 
cycle  (Table  2). 

Male  Infertility 

The  diagnosis  of  male  infertility  is  far  from  pre- 
cise, but  for  the  purposes  of  this  classification, 
patients  are  considered  to  be  infertile  with  repeated 
sperm  counts  of  less  than  20  million  per  ml,  al- 
though there  have  been  a few  patients  in  this 
category  with  counts  higher  than  that  but  with  very 
poor  motility.  It  should  be  noted  that  patients  in  the 
male  factor  group  had  a pregnancy  rate  of  26.1%, 
which  is  very  similar  to  the  pregnancy  rates  in  the 
other  categories.  However,  it  should  also  be  noted 
that  this  rate  is  given  on  the  basis  of  transfer,  i.e., 
the  couple  would  have  had  eggs  which  were  fertil- 
ized and  cleaved  in  order  to  be  considered.  It  needs 
to  be  emphasized  that  the  transfer  rate,  i.e.,  the 
patients  coming  to  transfer,  in  the  male  infertility 
group  is  considerably  lower  than  the  transfer  rate  in 
all  other  groups.  In  general,  the  transfer  rate  is 
about  85%;  however,  in  the  male  infertility  group 
the  transfer  rate  is  about  50%. 9 

The  criteria  for  the  inclusion  of  patients  with  the 
male  factor  who  can  be  helped  by  IVF  are  in  the 
process  of  clarification  and  development. 

Undiagnosed  Infertility 

By  definition  these  patients  have  been  investigat- 
ed by  contemporary  diagnostic  techniques  but  no 
identifiable  cause  for  their  infertility  has  been 
found.  All  patients  had  one  or  more  examinations  of 
the  semen,  postcoital  tests,  hysterosalpingograms, 
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timed  endometrial  biopsies  with  basal  temperature 
charts,  and  laparoscopic  examinations.  All  patients 
(husbands  and  wives)  had  a negative  investigation 
for  antisperm  antibodies  in  the  serum. 

The  pregnancy  rate  has  been  36.7%  pregnancies 
by  transfer  (Table  2). 

It  should  be  noted  that  there  have  been  a few 
patients  in  this  category  whose  cause  for  infertility 
has  been  revealed  by  the  IVF  process.  Thus  there 
has  been  one  patient  who,  on  three  attempts  at  IVF, 
was  found  to  have  eggs  which  did  not  mature  to  the 
second  miotic  division.  In  this  patient  there  is 
apparently  some  problem  with  the  miotic  process 
that  prevents  an  egg  from  acquiring  the  maturation- 
al  state  necessary  for  fertilization. 

Diethylstilbestrol  (DES)  Exposure 

Intrauaterine  exposure  to  DES  affected  popula- 
tion groups  in  diverse  areas  of  the  United  States. 
Among  those  patients  thus  exposed,  anomalous 
development  occurred  at  various  points  along  the 
mullerian  ducts.  There  was  a very  high  incidence  of 
ectopic  pregnancies  and  salpingectomies  among 
this  group,  presumably  due  to  deformities  of  the 
fallopian  tubes.  Essentially  all  patients  had  some 
deformity  of  the  endometrial  cavity,  and  several 
patients  had  characteristic  deformities  of  the  cer- 
vix. 

The  overall  results  in  this  group  have  been  partic- 
ularly gratifying,  with  a pregnancy  rate  of  25.4% 
based  on  transfers  and  a continuing  pregnancy  rate 
of  20.3%  based  on  transfers.  Thus  miscarriages 
early  in  pregnancy  have  not  been  a particular  fea- 
ture of  this  group  of  patients.  Nevertheless,  prema- 
ture delivery  has  occurred  in  a few  patients.  The 
special  problems  of  carrying  a pregnancy  to  term 
should  be  well  understood  by  patients  with  DES 
exposure  before  entering  an  IVF  program. 

Cervical  Factors 

There  have  been  nine  transfers  in  patients  whose 
cervical  mucus  immobilized  the  sperm  of  husband 
and  donor  sperm  with  no  satisfactory  explanation. 
These  patients  had  no  antisperm  antibodies  in  the 
serum.  This  would  seem  to  be  a group  of  patients 
where  intrauterine  insemination  with  washed  sperm 
should  be  successful  as  a method  of  bypassing  the 
problem  of  the  cervical  mucus.  Several  patients  in 
this  group  had  a series  of  intrauterine  inseminations 
without  success.  Although  the  series  is  small,  there 
has  been  only  one  pregnancy  in  this  group;  the 
fertilization  rate  of  eggs,  however,  was  not  abnor- 
mal. 


Immunological  Infertility 

As  used  herein,  the  term  immunological  infertility 
is  applied  to  the  female  partner  who  has  anti  sperm 
antibodies  in  the  serum.  There  were  five  transfers  in 
patients  with  this  difficulty.  Although  there  is  no 
theoretical  reason  to  believe  that  one  could  wash 
the  antibodies  from  the  receptors  in  and  around  the 
oocytes,  the  oocytes  were  washed  up  to  ten  times 
before  insemination  was  carried  out  in  this  group  of 
patients.  Whether  or  not  this  washing  was  responsi- 
ble for  the  fertilization  and  cleavage  that  occurred  is 
difficult  to  say.  It  should  be  noted  that  in  at  least 
one  patient  in  whom  the  antibodies  were  studied  in 
the  follicular  fluid,  they  were  found  to  be  at  more  or 
less  the  same  level  as  in  the  blood  serum.10  The  two 
pregnancies  which  occurred  in  the  five  transfers 
suggest  that  the  pregnancy  rate  overall  in  this  group 
of  patients  will  certainly  be  comparable  to  the 
general  IVF  pregnancy  rate. 

Anovulation 

Four  anovulatory  patients  refractory  to  standard 
methods  of  ovulation  induction  were  treated  by 
IVF.  Two  of  these  patients  became  pregnant. 

Discussion 

In  vitro  fertilization  can  now  be  accepted  as  a 
standard  clinical  therapy  for  a variety  of  conditions. 
As  can  be  noted  from  Tables  2 and  3,  there  is 
essentially  the  same  expectancy  of  pregnancy 
regardless  of  the  etiological  diagnosis  of  the  infertil- 
ity. As  mentioned  above,  the  pregnancy  rate  is  not 
diminished  if  the  couple  is  handicapped  by  more 
than  one  cause  of  the  infertility.1  This  finding  is 
perhaps  understandable  in  view  of  the  fact  that  the 
IVF  process  unites  the  egg  and  sperm;  it  can  do  this 
whether  circumventing  tubal  disease  or  a combina- 
tion of  factors. 

As  also  indicated  by  Table  2,  the  continuing 
pregnancy  rate  seemed  to  be  essentially  the  same 
regardless  of  diagnosis.  Thus  a particular  diagnosis 
does  not  predispose  to  spontaneous  miscarriage 
after  pregnancy  is  established. 

The  overall  spontaneous  miscarriage  rate  in  preg- 
nancies established  by  IVF  (89/289  = 30.8%)  is 
somewhat  higher  than  the  standard  pregnancy  rate 
of  about  20%, 11  which  is  generally  considered  to 
characterize  normal  reproduction.  The  cause  for 
this  discrepancy  is  not  readily  apparent  but  may 
well  be  associated  with  the  IVF  process. 

The  overall  pregnancy  rate  of  26.8%  by  transfer  is 
remarkably  similar  to  the  pregnancy  rate  for  a single 
month  of  exposure  during  normal  reproduction. 
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Furthermore,  the  cumulative  pregnancy  rate  at 
three  months  of  about  50%  is  the  same  cumulative 
pregnancy  rate  found  in  normal  reproduction.12  It 
should  be  noted,  however,  that  in  normal  reproduc- 
tion the  pregnancy  rate  for  a single  month  of 
exposure  results  from  the  production  of  a single 
mature  oocyte  by  spontaneous  maturation  each 
month.  In  contrast,  IVF  utilizes  the  recruitment  of 
multiple  eggs  to  achieve  the  rates  which  have  been 
shown  in  the  above  analysis. 

On  average  about  2.5  eggs  are  transferred  per 
patient.  The  pregnancy  rate  has  been  shown  to 
increase  with  the  transfer  of  multiple  eggs.  Thus 
with  the  transfer  of  a single  egg  the  pregnancy  rate 
is  about  20%;  with  two  eggs  it  is  about  28%;  with 
three  eggs  it  is  about  35%. 13  It  has  not  been  possible 
to  show  that  the  pregnancy  rate  increases  greatly 
with  the  transfer  of  more  than  three  eggs.  However, 
the  multiple  pregnancy  rate  does  increase  with  the 
transfer  of  eggs  beyond  three.  In  the  Norfolk  pro- 
gram the  multiple  pregnancy  rate  overall  has  been 
approximately  20%.  Among  the  more  than  200 
children  born  have  been  30  sets  of  twins  and  three 
sets  of  triplets.  Thus  there  is  the  difficult  trade-off 
between  the  increase  in  pregnancy  rate  and  the 
hazard  of  multiple  births.  Most  infertile  couples  are 
very  happy  indeed  to  have  twins,  less  eager  to  have 
triplets  or  more.  In  addition,  of  course,  there  are  the 
obstetrical  hazards  of  twins  and  the  very  serious 
obstetrical  hazards  plus  the  congenital  deformity 
rate  associated  with  triplets  and  above.  Fortunate- 
ly, in  the  Norfolk  program  to  date  there  have  been 
no  pregnancies  with  more  than  triplets. 

The  usefulness  of  IVF  for  couples  whose  infertil- 
ity is  due  to  a male  factor  has  been  very  rewarding. 
As  indicated  above,  the  exact  criteria  for  the  selec- 
tion of  such  couples  is  in  the  process  of  develop- 
ment. It  has  been  found  in  our  program  that  con- 
tinuing pregnancies  have  not  occurred  in  patients 
whose  sperm  count  was  below  1.5  million  active, 
recoverable  sperm.  This  finding  is  somewhat  puz- 
zling when  one  realizes  that  fertilization  can  be 
achieved — and,  in  fact,  is  routinely  achieved — with 
a concentration  of  only  50,000  sperm.  This  may 
mean  that  patients  with  low  sperm  counts  have 
sperm  which  are  qualitatively  incapable  of  fertiliza- 
tion in  spite  of  numbers  and  motility  which  seem  to 
be  adequate.  Obviously  much  more  work  is  re- 
quired in  this  area  before  the  exact  criteria  for 
patient  selection  are  definitively  developed. 

The  usefulness  of  IVF  for  patients  with  endome- 
triosis seems  clearly  established.  Chillik,14  in  re- 
viewing the  Norfolk  material,  noticed  two  groups  of 
patients.  One  group  was  comprised  of  those  who 


had  rather  minimal  disease  but  a pregnancy  rate 
better  than  the  other  group,  who  had  more  exten- 
sive disease,  particularly  endometriomas  of  the 
ovary.  Overall,  as  indicated  in  the  analysis  of  the 
above  data,  the  pregnancy  rate  by  transfer  in  pa- 
tients with  endometriosis  is  essentially  the  same  as 
in  all  other  patient  categories. 

In  view  of  the  effectiveness  of  IVF  in  treating 
patients  with  endometriosis  and  patients  between 
the  ages  of  35  and  40,  it  may  be  that  in  patients 
beyond  the  age  of  35  who  are  diagnosed  for  the  first 
time  as  being  infertile,  IVF  should  be  considered  as 
a first  line  of  treatment  prior  to  considering  endo- 
crine therapy  or  surgical  treatment. 

Although  IVF  has  been  shown  to  be  effective  in  a 
variety  of  diagnostic  conditions  described  above,  it 
certainly  should  not  be  considered  the  first  method 
of  therapy,  particularly  for  patients  less  than  35 
years  of  age,  except  under  special  circumstances. 
Thus  in  tubal  disease  which  is  extensive,  with 
thickened  tubes,  where  the  expectancy  of  pregnan- 
cy by  conventional  methods  (i.e.,  by  surgical  thera- 
py) may  be  in  the  5%- 10%  range,  IVF  can  be 
considered  as  a primary  method  of  treatment. 

A donor  egg  program  added  to  the  concept  of  IVF 
can  be  utilized  for  patients  who  have  a premature 
menopause,  streak  ovaries,  or  the  resistant  ovary 
syndrome. 

Whereas  the  IVF  process  will  undoubtedly  be 
simplified  with  the  passage  of  time  and  the  pregnan- 
cy rate  probably  will  slowly  increase  with  experi- 
ence, major  increase  in  the  pregnancy  rate  with  IVF 
probably  will  await  a better  understanding  of  the 
natural  inefficiency  of  human  reproduction.  The 
natural  pregnancy  rate  per  cycle  is  now  not  too 
different  from  the  expectancy  of  a pregnancy  per 
cycle  by  IVF. 
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Help  for  a troubled  friend 
is  only  a phone  call  away. 

If  you  suspect  a colleague  is  experiencing  problems  with  alcohol  or 
drug  abuse,  don’t  contribute  to  the  “conspiracy  of  silence,'’  call  The 
Medical  Society  of  Virginia’s  Physicians’  Health  and  Effectiveness  Com- 
mittee. A non-punitive  approach  through  rehabilitation  is  an  alternative. 
Your  report  is  kept  confidential.  Ask  for  Lorraine  McGehee  at  MSV 
headquarters,  (804)  353-2721. 
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AIDS: 

Dealing  With  die  Hysteria 

Wayne  Engel,  PhD,  Harrisonburg,  Virginia 


In  dealing  with  epidemics,  health  education  is  crucial.  With  acquired 
immune  deficiency  syndrome,  this  importance  is  extreme,  because  the 
disease  is  a new  and  lethal  one.  Physicians  must  educate  themselves  to  the 
scientific  facts  of  AIDS,  its  transmission  and  prevention,  and  then  share  this 
knowledge  with  their  patients  and  others  in  their  communities. 


Several  evenings  ago,  I saw  a national  net- 
work news  clip  showing  an  emotionally 
charged  mass  meeting  of  parents  and  commu- 
nity leaders  in  Kokomo,  Indiana.  It  concerned  their 
opposition  to  the  attendance  at  a local  school  of  a 
child  who  has  acquired  immune  deficiency  syn- 
drome. The  parents,  and  the  crowd  in  general,  were 
very  upset,  shaking  their  fists  as  they  hysterically, 
but  definitely,  stated  that  they  did  not  want  their 
children  to  be  anywhere  near  the  AIDS  victim.  One 
parent,  who  was  dressed  in  a police  uniform,  gener- 
ally summed  up  the  atmosphere  and  mentality  of 
the  crowd  by  stating,  “I  don’t  want  that  boy 
sneezing  in  the  same  room  with  my  child.”  Today, 
an  article  in  the  local  newspaper  reported  that  a 
judge  had  barred  the  child  from  attending  school 
because  he  had  a “contagious  disease.” 

Here  in  Virginia,  in  Highland  County,  just  a few 
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weeks  ago,  the  renowned  psychiatrist,  Dr.  Eliza- 
beth Kubler-Ross,  generated  a mass  town  meeting 
held,  paradoxically,  in  the  largest  church  in  Monte- 
rey. The  reason  for  the  meeting  was  to  discuss 
Kubler-Ross’ s plan  to  establish  a hospice  refuge  for 
infants  with  AIDS  who  have  been  abandoned  not 
only  by  their  mothers  but  by  the  communities  in 
which  they  are  found.  The  atmosphere,  as  in  Koko- 
mo, was  charged;  and  the  contagious,  fearful,  hys- 
terical outcry  drowned  out  the  statements  of  Dr. 
Sandy  Meyer,  the  clinical  psychologist,  who  was 
chairing  the  meeting,  and  Dr.  Kubler-Ross.1  A few 
days  later,  after  contemplating  the  meeting,  Dr. 
Kubler-Ross  announced  that  her  plans  for  the  hos- 
pice have  been  deferred  in  the  “best  interests  of 
peace  and  quiet  of  the  community.” 

In  gathering  information  for  this  article,  I casually 
inquired  of  a colleague  of  mine  if  he  had  any 
information  on  AIDS.  His  reply  was,  “No,  but  are 
you  treating  a patient  with  AIDS?”  The  look  on  his 
face  was  a mixture  of  curiosity  and  apprehension. 
The  mention  of  AIDS  in  any  community  causes 
people  to  draw  back  in  fear;  it  truly  appears  to  have 
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Distribution  of  cases  by  city 


Cases  of  AIDS  reported  in  Virginia 
from  June  1982  to  March  1986 

according  to  residency  by  region 

Source:  Division  of  Epidemiology,  State  Department  of  Health 
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taken  on  the  role  of  a modern-day  black  plague. 
AIDS  has  become  a psychological,  as  well  as  a 
medical,  emergency. 

How  does  one  respond?  What  is  the  antidote? 
Education  and  the  dissemination  of  knowledge  is 
the  key  tool  that  must  be  used  to  allay  the  irrational 
fears  about  AIDS.  Providing  accurate  information 
and  clarifying  misconceptions  is  of  the  utmost  ur- 
gency and  is  required  of  every  professional  in  the 
public  health  arena.  We  must  understand  that  the 
prevention  of  ignorance  about  AIDS  in  our  respec- 
tive communities  is  a great  deal  easier  and  more 
efficient  than  attempting  to  stem  the  destruction  of  a 
mass,  hysterical  outpouring  of  irrational  fears. 

While  there  are  many  things  about  AIDS  that  are 
still  unknown,  we  do  have  adequate  information  to 
deal  with  the  basis  of  the  fears  which  fuel  the 
potential  prejudicial  and  irresponsible  behavior  of 
our  communities.  That  important,  specific  knowl- 
edge concerns  who  or  how  one  becomes  “high 
risk”  and  by  what  methods  and  means  the  disease  is 
communicated.2,3  Elsewhere  in  this  issue  Dr.  Mar- 
tin Cader  gives  the  kind  of  concrete  clinical  facts 
that  help  the  physician  deal  with  the  AIDS  hysteria. 


It  is  essential  that  each  physician  assume  person- 
al responsibility  and  take  responsible  action  in 
dealing  with  this  public  health  problem,  especially 
its  psychological  ramifications.  Since  AIDS  was 
first  discovered  in  1979,  the  incidence  of  AIDS  has 
doubled  every  six  months,  and  more  than  80%  of 
those  diagnosed  with  AIDS  have  died  within  two 
years  of  diagnosis.  In  addition,  new  cases  are 
reported  at  an  average  of  80-100  per  week.4 

In  dealing  with  epidemics,  health  education  is  a 
crucial  treatment  modality.  With  the  AIDS  situa- 
tion, health  education  is  particularly  important  be- 
cause the  condition  is  a new  one  and  carries  such  an 
extremely  high  fatality  rate  for  those  affected.  Pre- 
vention requires  understanding  of  how  infection 
occurs  and  what  action  or  precautions  will  avoid  it. 
Since  the  health  professions  are  responsible  for  our 
community’s  awareness  and  knowledge  of  how  to 
prevent  and  treat  AIDS,  it  is  imperative  that  each  of 
us  stays  close  to  the  rapidly  developing  science 
base  of  the  disease.5  At  the  same  time  we  must 
repond  to  the  concerns  of  the  general  public  and  be 
effectively  available  to  the  special  high-risk  groups 
that  must  be  served. 
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For  the  physician  who.  does  not  already  have  a 
supply,  I recommend  the  acquisition  of  two  excel- 
lent publications  entitled  What  Everyone  Should 
Know  About  AIDS  and  What  Gay  and  Bisexual 
Men  Should  Know  About  AIDS  from  the  Virginia 
State  Health  Department,  VD  Control  Office,  109 
Governor  Street,  Richmond  VA  23219.  These  up- 
to-date  publications  represent  the  two  types  of 
information  that  are  critical.  The  latter  is  directed  at 
those  who  are  at  high  risk  for  developing  the 
disease,  and  the  former  is  directed  toward  educat- 
ing people  more  generally  regarding  what  should  be 
known  about  AIDS. 

The  fact  that  the  disease  is,  by  and  large,  a 
disease  of  unpopular  groups  constitutes  a special 
urgency  which  adds  an  elevated  dimension  to  the 
level  of  fear  with  which  we  must  deal.  If  we  do  not 
provide  the  requisite  scientific  information  in  ap- 
propriate ways,  individuals  will  assuredly  respond 
with  virulent  hysterical  fears  as  a result  of  igno- 
rance. Within  our  local  professional  societies,  hos- 
pitals, agencies,  and  volunteer  organizations,  we 
must  cooperate  to  initiate  actions  and  programs 
addressing  the  problem  on  three  fronts: 

1)  Initiate  carefully  planned  and  culturally  sen- 
sitive risk  reduction  education  programs  for 
those  at  high  risk. 

2)  Insist  on  education  programs  for  health  care 
providers  at  all  levels. 

3)  Promote  and  sponsor  education  programs 
for  the  public. 

It  is  a well-known  fact  that  such  health  care 
efforts  are  significantly  more  effective  when  they 
are  carried  out  at  the  community  level  by  network- 
ing public,  private,  and  voluntary  professionals  and 
organizations.  Such  networks  have  been  estab- 
lished very  successfully  in  the  high-risk  cities  of 
Atlanta,  Chicago,  Houston,  Miami,  Los  Angeles, 
San  Francisco,  Newark,  Washington  DC,  and  New 
York.  These  cities  together  account  for  70%  of  the 
AIDS  cases  in  the  United  States  and  have  the 
experience  in  interfacing  medical  and  psychological 
services  to  deal  with  the  problem.  The  October  1985 
issue  of  the  Atlantic  Monthly  contains  a compre- 
hensive and  well- written  history  of  San  Francisco’s 
networking  experience,  as  well  as  much  excellent 
scientific  and  public  health  information  about  the 
disease  that  every  professional  should  know.6  Writ- 
ing to  the  Public  Health  Office  of  these  municipal- 


ities will  bring  quick  and  good  information  on 
workable  and  effective  ways  of  establishing  an 
appropriate  network  in  your  community. 

Finally,  I would  recommend  that  each  physician 
send  for  a copy  of  Psychology  and  Public  Forum: 
AIDS  from  the  Public  Information  Office  of  the 
American  Psychological  Association,  1200  Seven- 
teenth Street  NW,  Washington  DC  20036.  This 
publication  contains  not  only  good  information 
about  AIDS,  which  can  be  used  with  the  general 
public,  but  also  addresses  the  knowledge,  informa- 
tion, concerns,  and  techniques  which  are  essential 
in  the  medical  and  psychological  treatment  of  AIDS 
victims.  For  example,  repeated  recent  findings 
show  that  the  attitude  of  health  care  providers, 
specifically  their  own  personal  apprehensions  about 
AIDS,  magnifies  the  patient’s  anxiety,  resulting  in 
the  professional’s  subtle  withdrawl  from  the  pa- 
tient. Also,  we  must  be  aware  that  a provider’s  own 
sense  of  helplessness  in  the  face  of  the  disorder  can 
be  the  most  disturbing  element  of  care.7-9 

There  is,  of  course,  for  health  professionals  no 
room  for  moral  posturing  in  the  care  of  the  AIDS 
patient.  At  all  times,  we  should  be  offering  informa- 
tion about  contributing  factors  and  the  disease’s 
transmissibility  in  a secure,  non-judgmental  fash- 
ion. In  the  absence  of  knowledge  so  responsibly 
shared  and  uncensored,  how  can  anyone  take  ap- 
propriate action?  We  must,  each  of  us  as  individ- 
uals, know  the  facts  of  the  disease,  its  transmission, 
its  prevention.  Each  of  us  must  take  a special  and 
personal  responsibility  to  help  in  the  process  of 
learning  as  we  face  the  reality:  We  do,  in  fact,  face 
an  AIDS  pandemic. 
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AIDS: 

Clinical  Signposts 
for  the 

Virginia  Physician 

A.  Martin  Cader,  MD, 
Richmond , Virginia 

In  Virginia,  acquired  immune  deficiency  syn- 
drome has  been  an  officially  reportable  disease 
since  1983.  It  is  a credit  to  the  physicians  practicing 
in  the  Commonwealth,  however,  that  they  began 
reporting  cases  of  AIDS  to  the  Virginia  Department 
of  Health  in  June  1982.  From  then  to  March  1,  1986, 
they  reported  219  cases. 

Signs  and  Symptoms 

The  common  signs  and  symptoms  of  AIDS  are  as 
follows: 

1)  persistent  fatigue  without  a readily  apparent 
cause; 

2)  fever,  chills,  and/or  night  sweats  lasting  several 
weeks; 

3)  weight  loss  greater  than  10  pounds  without  a 
readily  apparent  cause; 

4)  inexplicable  lymphadenopathy,  usually  in  the 
neck,  axilla  or  groin,  lasting  more  than  two  weeks; 

5)  cutaneous  lesions  which  may  resemble  bruises 
but  do  not  disappear; 

6)  persistent  intraoral  thrush; 
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7)  persistent  diarrhea; 

8)  persistent  cough  which  has  lasted  too  long  to 
be  attributed  to  a common  respiratory  infection, 
especially  if  accompanied  by  shortness  of  breath. 

HTLV-III  Seropositivity 

Over  90%  of  patients  with  full-blown  AIDS  are 
positive  for  human  T-cell  lymphotropic  virus  III 
(HTLV-III)  antibodies  when  tested  by  the  enzyme- 
linked  immunosorbent  assay  (ELISA)  screening 
test,  and  with  the  application  of  additional  research 
techniques,  close  to  100%  of  such  individuals  are 
antibody  positive.  Among  seropositive  persons,  the 
risk  for  developing  AIDS  may  vary  depending  on 
risk  factors  and  perhaps  also  on  other  factors,  such 
as  environmental  exposure  and  genetic  back- 
ground. Preliminary  estimates  in  cohorts  of  homo- 
sexual men  followed  prospectively  for  two  to  five 
years  indicate  that  about  10%  of  persons  with 
HTLV-III  antibodies  may  go  on  to  develop  AIDS. 
The  lack  of  precise  data  on  the  clinical  significance 
of  HTLV-III  antibody  positivity  for  an  individual 
patient  and  the  fact  that  many  persons  in  high-risk 
groups  have  detectable  HTLV-III  antibodies  create 
a dilemma  for  the  physician  confronted  with  evalu- 
ating and  counseling  such  antibody-positive  pa- 
tients. If  this  virus  follows  patterns  seen  in  other 
viruses,  the  majority  of  exposed  individuals  will 
remain  clinically  healthy.  However,  this  is  a new 
class  of  virus  and  the  long-term  implications  are 
unknown. 

It  must  be  emphasized  that  the  ELISA  test  is 
primarily  a screening  test  to  determine  the  accept- 
ability of  donated  blood  for  transfusion.  It  is  not  a 
diagnostic  test  for  AIDS.  In  this  regard,  the  absence 
of  antibody  in  a high-risk  person  does  not  necessari- 
ly mean  that  the  patient  has  not  been  exposed  to 
HTLV-III  since  the  virus  has  been  isolated  from  a 
few  at-risk  individuals  who  were  antibody  negative. 
Conversely,  as  with  all  antibody  tests  of  this  type,  a 
few  biologic  false-positives  will  be  detected  due  to 


Age,  Race,  and  Risk  Groups  of  219  AIDS  Cases  reported  in  Virginia  From  June  1982  through  February  1986.* 


Age 

Race 

Risk  Groups 

No. 

% 

No. 

% 

No. 

% 

0-12 

6 

2.74 

White 

154 

70.32 

Gay/bisexual 

177 

80.82 

13-19 

1 

.46 

Black 

58 

28.46 

IV  drugs 

16 

7.31 

20-29 

47 

21.46 

Haitian 

1 

.46 

Transfusion 

9 

4.11 

30-39 

100 

45.66 

Other 

6 

2.74 

Pediatric 

6 

2.74 

40-49 

45 

20.55 

91Q 

inn  nn 

Hemophiliac 

1 

.46 

Over  49 

20 

9.13 

Heterosexual 

2 

.91 

Total 

219 

100.00 

None/unknown 

8 

3.65 

Total 

219 

100.00 

* Division  of  Epidemiology,  Virginia  Department  of  Health 
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Five  Virginia  test  sites 

With  funds  from  the  United  States  Public 
Health  Service,  the  Virginia  Department  of 
Health  has  established  five  sites  for  HTLV-III 
antibody  testing.  The  purpose  was  to  make 
testing  for  antibody  to  human  T-cell  lympho- 
trophic  virus  Type  III  (HTLV-III)  available  to 
persons  in  AIDS  risk  groups  who  desire  to 
know  their  antibody  status,  since  they  would 
threaten  the  safety  of  the  blood  supply  if  they 
were  to  donate  blood  in  order  to  learn  of  their 
antibody  status. 

As  of  March  1,  1986,  the  five  sites  had 
tested  687  persons;  50  (19%)  of  them  were 
found  to  be  HLTV-III  antibody  positive.  A 
positive  test  is  defined  as  two  repeatedly  posi- 
tive tests  by  enzyme  immunosorbent  assay 
(ELISA)  and  a positive  Western  blot  test.  This 
percentage  of  positives  is  consistent  with  that 
of  the  national  average  for  testing  sites. 

Each  of  the  sites  provides  the  following 
services,  free  of  charge: 

• drawing  the  necessary  blood  samples; 

• performing  the  screening  tests  for  antibod- 
ies to  HTLV-III; 

• providing  pretest  counseling  about  the  test; 

• informing  individuals  of  their  test  results; 

• ensuring  that  individuals  who  test  positive 
receive  appropriate  counseling  and  are  re- 
ferred to  an  appropriate  source  of  care  for 
further  medical  evaluation. 

These  are  the  five  sites.  All  ask  that  persons 
seeking  the  test  call  for  an  appointment. 

Richmond  — Infectious  Disease  Office, 
Room  212,  Nelson  Clinic,  MCV/VCU  Cam- 
pus, Richmond  VA  23219,  (804)  786-9711. 

Norfolk — Ghent  Family  Practice,  130  Colley 
Avenue,  Norfolk  VA  23510,  (804)  446-5955. 

Portsmouth — Portsmouth  Family  Practice, 
2700  London  Boulevard,  Portsmouth  VA 
23707,  (804)  397-6344. 

Fairfax — Joseph  Willard  Health  Center, 
3750  Old  Lee  Highway,  Fairfax  VA  22030, 
(703)  569-6704. 

Roanoke — Roanoke  City  Health  Depart- 
ment, 515  Eighth  Street  SW,  Roanoke  VA 
24016,  (703)  981-2636. 

Reprinted  from  the  Epidemiology  Bulletin  for 
December  1985  with  data  brought  up  to  date  as 
indicated. 


antibodies  to  non-HTLV-III  cross-reactive  anti- 
gens. 

Transmission 

HTLV-III  is  spread  predominantly  through  inti- 
mate sexual  contact  and  intravenous  drug  abuse. 
There  is  no  evidence  that  AIDS  can  be  transmitted 
through  casual,  non-sexual  contact  with  a person 
who  has  AIDS. 

Schools/Day  Care  Centers 

The  State  Board  of  Health  has  adopted  recom- 
mendations pertaining  to  the  admission  of  children 
with  AIDS  to  schools  and  day  care  centers.  In  a 
nutshell,  the  recommendations  state  that  children  in 
kindergarten  through  grade  12  should  be  allowed  to 
attend  unless  a medical  determination  can  be  made 
that  the  child  will  pose  a risk  to  others  in  the  school. 

For  day  care  centers,  the  recommendations  state 
that  children  with  AIDS  should  not  be  allowed  to 
attend  unless  a medical  determination  can  be  made 
that  the  child  will  not  pose  a risk  to  others.  This 
recommendation  was  made  not  because  the  Board 
believed  that  a real  risk  for  the  transmission  of 
HTLV-III  existed  in  day  care  centers,  but  because 
the  degree  to  which  infants  and  very  young  children 
may  create  circumstances  which  pose  meaningful 
risks  of  transmission  is  unclear. 

Transfusion  Risk 

Nine  cases  of  AIDS  in  Virginia  (about  266  in  the 
United  States)  are  thought  to  have  resulted  from 
transfusions  with  blood  containing  HTLV-III. 
However,  the  ELISA  screening  test  has  helped 
minimize  the  number  of  tranfusion-associated  cases 
of  AIDS.  Blood  banks  in  Virginia  are  performing 
this  screening  test,  and  all  units  of  blood  found  to  be 
positive  for  antibodies  to  HTLV-III  are  discarded. 
Continued  use  of  this  highly  sensitive  test,  in  com- 
bination with  voluntary  avoidance  of  donation  by 
members  of  high-risk  groups,  should  virtually  elimi- 
nate the  risk  of  transmission  via  blood. 

Pregnancy 

Women  belonging  to  high-risk  groups  should  be 
told  that  if  they  are  HTLV-III  positive  they  risk 
delivering  a baby  who  will  develop  AIDS.  It  is 
reasonable  to  perform  HTLV-III  antibody  testing 
on  both  the  woman  and  her  partner  as  long  as  the 
limitations  already  alluded  to  about  the  meaning  of 
a positive  antibody  test  are  borne  in  mind.  In 
addition,  a negative  test  prior  to  the  pregnancy  will 
not  ensure  that  the  test  will  remain  negative 
throughout  pregnancy,  especially  if  the  woman  and 
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her  sex  partner  remain  involved  in  high-risk  activi- 
ties. If  either  the  woman  or  her  partner  has  a 
positive  ELISA  test  confirmed  by  Western  blot,  the 
potential  risk  to  the  fetus  should  be  explained. 

The  CDC  has  recommended  that  women  who  test 
positive  for  HTLV-III  antibodies  should  either 
avoid  or  postpone  pregnancy  until  more  is  learned 
about  the  significance  of  such  a test  result.  The 
basis  for  this  recommendation  is  the  fact  that  about 
72%  of  the  pediatric  AIDS  cases  in  the  country  have 
occurred  in  infants  born  to  mothers  who  had  AIDS 
or  were  at  increased  risk  for  developing  AIDS. 

Organ  Donation 

Blood  or  serum  from  donors  of  organs,  tissue  or 
semen  intended  for  human  use  should  be  tested  for 
antibodies  to  HTLV-III,  and  the  test  result  should 
be  used  to  evaluate  the  appropriateness  of  such 
materials  for  transplantation.  When  obtained  from  a 
persotl  who  tests  positive  for  HTLV-III  antibodies, 
the  transplant  material  should  be  considered  poten- 
tially infectious,  according  to  the  CDC. 

Hospital  Personnel 

In  August  1983,  the  Centers  for  Disease  Control 
initiated  a nationwide  surveillance  registry  of  hospi- 
tal personnel  inadvertently  exposed  via  needlestick 
to  blood  from  patients  with  AIDS.  To  date,  1,758 
health  care  workers  are  known  to  have  had  such 
exposure  and  have  been  tested  for  antibodies  to 
HTLV-III.  Only  26  (1.5%)  of  the  1,758  have  devel- 
oped antibodies,  and  all  but  three  of  the  26  belong  to 
groups  recognized  as  at  increased  risk  for  AIDS. 
Nearly  26%  of  persons  comparably  exposed  to  a 
patient  who  tests  positive  for  hepatitis  B surface 
antigen  develop  hepatitis  B infection. 

Treatment 

Currently,  no  therapies  to  augment  immunity  or 
directly  attack  the  virus  are  available.  Work  is 
continuing  on  a vaccine  but  that  remains  a prospect 
for  the  future. 


Precautions  with  Patients 

The  latest  CDC  guidelines  for  the  care  of  patients 
infected  with  HTLV-III  include  these  essential 
points: 

• Gloves  should  be  worn  when  contact  with 
blood,  body  secretions,  or  excretions  is  likely  to  oc- 
cur. Masks  and  gowns  are  not  routinely  necessary. 

• Mucous  membrane  contact  with  blood  and  other 
bodily  secretions  should  be  avoided.  Goggles 
should  be  worn  when  performing  procedures  that 
might  result  in  the  splattering  of  blood. 

• Great  care  should  be  exercised  in  disposing  of 
needles  and  other  sharp  instruments.  In  particular, 
needles  should  not  be  resheathed  but  immediately 
disposed  of  in  an  appropriate  container. 

• Blood  and  other  clinical  specimens  should  be 
clearly  labeled  so  that  transport  and  laboratory 
workers  will  take  extra  care  in  their  handling. 

• Disposable  items  should  be  incinerated  or  dis- 
posed of  in  the  usual  manner. 

• Reusable  items  should  be  sterilized  in  a manner 
satisfactory  for  items  contaminated  with  hepatitis  B 
virus. 

• Work  surfaces  that  become  contaminated  with 
blood/body  fluids  should  be  cleaned  with  an  appro- 
priate disinfectant,  e.g.,  1:10  dilution  of  5.25% 
sodium  hypochlorite. 

Summary 

It  must  be  borne  in  mind  that  HTLV-III  is 
transmitted  predominantly  through  sexual  activity 
and  intravenous  drug  abuse.  There  is  no  evidence 
that  HTLV-III  is  transmitted  by  casual  contact. 
These  fundamental  facts  are  sometimes  forgotten  in 
the  midst  of  the  hysteria  generated  by  the  disease. 
Needless  to  say,  prudent  precautions  must  be  fol- 
lowed when  the  potential  exists  for  contamination 
with  blood  or  body  fluids  from  an  AIDS  patient. 

A toll-free  AIDS  hotline,  1-800-533-4148,  has 
been  established  by  the  State  Department  of  Health 
for  the  benefit  of  citizens  of  Virginia.  The  hotline  is 
answered  on  all  business  days  from  8 am  to  5 pm. 


ABSTRACTS 

These  abstracts  derive  from  the  annual  meeting  of  the  Virginia  Surgical  Society  to  be  held  on  April  26-27 
in  Hot  Springs.  Dr.  H.  H.  Newsome  is  program  chairman. 


Abdominal  Aneurysm  Resection  in  the  Elderly.  I.  L. 

Kron,  MD,  and  C.  Dunn,  BA,  Charlottesville. 

Over  the  last  three  years,  we  have  operated  on  44 
patients  over  age  70  (range  70-87)  with  infrarenal 
abdominal  aortic  aneurysms.  Eight  of  these  patients 
presented  with  ruptured  aneurysms.  Seventeen  of 
the  36  patients  with  unruptured  aneurysms  had 
relative  contraindications  to  operation.  Nine  had 
congestive  heart  failure;  four  had  severe  renal  insuf- 
ficiency (creatinine  >3);  and  four  had  severe  chron- 
ic obstructive  pulmonary  disease  (FEV  <1.2  liters/ 
minute).  There  was  one  hospital  death  in  the  pa- 
tients with  nonruptured  aneurysms  (mortality  = 
3.0%).  Six  of  the  eight  patients  with  ruptured  aneu- 
rysms (75%)  died.  The  hospital  stay  for  the  opera- 
tive survivors  was  ten  days  (range  7-20).  There 
were  seven  late  deaths  in  the  37  survivors  over  a 
mean  followup  of  20  months  (range  3-36  months). 
There  were  three  deaths  due  to  carcinoma,  three 
deaths  due  to  cardiovascular  causes  and  one  sui- 
cide. Elective  abdominal  aneurysm  resection  can  be 
performed  safely  in  the  elderly  even  when  there  are 
relative  contraindications  to  surgery.  Elective  oper- 
ation should  be  encouraged  since  the  mortality  of 
ruptured  aneurysm  repair  in  this  age  group  is  75%. 

The  Accuracy  of  Noninvasive  Diagnosis  of  High 
Grade  Carotid  Disease.  Stephen  L.  Hill,  MD,  Donna 
Martin,  RN,  and  Linda  Crawford,  RN,  Roanoke. 

The  non-invasive  diagnosis  of  significant  carotid 
arterial  disease  is  gaining  in  importance  as  our 
population  ages,  especially  in  light  of  the  recent 
emphasis  on  cost  containment.  The  noninvasive 
vascular  lab  offers  a painless,  inexpensive  alterna- 
tive with  which  to  screen  many  patients  who  other- 
wise would  have  required  hospitalization  and  arteri- 
ography. However,  in  order  for  the  vascular  lab  to 
be  a viable  entity,  it  must  be  extremely  accurate  in 
detecting  severe  disease.  We  have  a series  of  39 
patients  (53  vessels)  with  high  grade  stenosis  or 
occlusion  of  the  ICA  in  which  there  was  95% 
agreement  between  noninvasive  tests  and  angio- 
gram. We  used  duplex  scanning  combined  with 
pulsed  spectrum  analysis,  audible  analysis  of  con- 
tinuous wave  Doppler  signal  and  periorbital  Dopp- 
ler compressions  to  make  these  correct  diagnoses. 


The  sensitivity  of  periorbital  Doppler  exam  is  not 
accurate  but  can  detect  high  grade  stenosis  or 
occlusion  when  there  is  attenuation  or  cessation  of 
ophhalmic  artery  flow  with  compression  of  the 
ipsilateral  superficial  temporal  artery.  2D  duplex 
scanning  can  visualize  the  plaque  obstructing  the 
lumen  of  the  ICA  in  both  saggital  or  transverse 
plane.  These  two  tests  are  very  good  in  detecting 
significant  disease  but  are  not  sensitive  enough  to 
differentiate  high  grade  stenosis  from  occlusion. 
Spectrum  analysis  of  pulsed  Doppler  signals  from 
the  duplex  scanner  and  audible  continuoqg  wave 
Doppler  signals  is  then  used  to  help  this  delineation. 
In  high  grade  stenosis,  the  continuous  wave  Dopp- 
ler reveals  a marked  amount  of  turbulence,  high 
pitched  sounds  with  increased  frequency  and  harsh 
sounds.  In  contrast,  an  occluded  ICA  transmits  no 
sound.  The  final  difference  between  occlusion  and 
high  grade  stenosis  is  corroborated  by  spectral 
analysis.  By  using  duplex  imaging  as  reference, 
spectrum  analysis  from  its  pulsed  Doppler  can  be 
obtained  at  select  sites.  Peak  frequencies  greater 
than  6 KHZ,  obliteration  of  the  systolic  window  and 
spectral  broadening  in  a disturbed  spectrum  all 
point  to  a high  grade  stenosis.  An  occluded  ICA 
reveals  no  evidence  of  flow  and  compensatory 
spectral  abnormalities  can  exist  in  both  the  ECA 
and  CCA.  The  normal  or  minimally  diseased  carotid 
shows  none  of  these  alterations.  We  feel  that  not 
any  one  of  these  tests  is  infallible,  but  when  com- 
bined, these  tests  are  highly  accurate  and  comple- 
ment each  other  so  that  an  accurate  diagnosis  can 
be  made  concerning  the  severity  of  the  disease  in 
the  carotid. 

Experience  of  the  First  Two  Years  of  Liver  Trans- 
plantation at  the  Medical  College  of  Virginia.  G. 

Mendez-Picon,  MD,  M.  Posner,  MD,  H.  M.  Lee, 
MD,  W.  Berman,  MD,  and  R.  Caritfiers,  MD, 
Richmond. 

The  liver  transplant  program  at  the  Medical  Col- 
lege of  Virginia  was  initiated  in  January  1984.  Since 
that  time  43  patients  have  been  evaluated.  Of  those, 
nine  were  children  and  34  adults.  All  43  patients  had 
acute  or  chronic  liver  failure. 

One  patient  refused  transplant  and  died  two  days 
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after  evaluation.  One  patient  was  rejected  because 
of  severe  myocardial  disease;  he  died  of  a myocar- 
dial infarction  two  months  following  evaluation.  Of 
the  remaining  41  patients,  seven  (16%)  died  from 
the  original  disease  before  a suitable  organ  could  be 
found.  Nineteen  patients  are  awaiting  transplanta- 
tion at  the  present  time. 

Sixteen  transplants  were  performed  in  15  patients 
(five  children  and  ten  adults).  The  overall  survival  is 
53%.  The  causes  of  transplant  failure  included 
rejection  (2),  infection  (2),  postoperative  technical 
complications  (3),  and  intraoperative  hemorrhage 
(1).  One  patient  suffered  thrombosis  of  the  graft  on 
the  seven  postoperative  day  and  underwent  retrans- 
plantation. The  indications,  procedures,  and  com- 
plications of  the  operation  will  be  discussed. 

Improved  Survival  with  Abdominal  Packing  for  Ma- 
jor Hepatic  Trauma.  A.  S.  Gervin,  MD,  B.  W. 
Haynes,  MD,  J.  M.  Kellum,  MD,  H.  W.  Sugerman, 
MD,  and  H.  H.  Newsome,  MD,  Richmond. 

We  encountered  152  cases  of  hepatic  injury  from 
both  blunt  and  penetrating  trauma  at  laparotomy  at 
the  Medical  College  of  Virginia  from  1980-1985. 
Most  (91%)  were  successfully  treated  by  simple 
techniques  of  operative  pressure,  cautery,  biologic 
packing  and/or  application  of  topical  hemostatic 
agents.  In  13  patients  (9%)  the  operating  surgeon 
was  unable  to  control  hemorrhage  with  these  ma- 
neuvers. These  patients  presented  with  hypoten- 
sion, had  large  stellate  “burst”  lacerations,  massive 
transfusion  requirements,  hypothermia  and  evi- 
dence of  coagulopathy.  The  extensive  nature  of 
each  injury  was  demonstrated  by  postmortem  exam 
(nonsurvivors)  or  postoperative  CT  body  scan  (sur- 
vivors). 

Seven  patients  underwent  attempted  major  he- 
patic resection.  All  patients  expired — five  intraop- 
eratively,  one  at  24  hours  and  one  at  two  months 
after  surgery  (24-hour  mortality — 84%;  discharge 
success  rate — 0%).  Six  patients  were  packed  with 
laparotomy  pads.  Patients  were  returned  to  the 
operating  room  in  48-72  hours  after  restoration  of 
blood  volume  and  core  temperature  and  correction 
of  coagulopathy.  Bleeding  was  encountered  at  re- 
moval of  packing  in  three  patients.  Two  patients 
underwent  repacking  (one  patient — two  repack- 
ings), and  one  patient  had  attempted  hepatic  resec- 
tion for  hemorrhage  control  (expired).  Five  of  six 
patients  survived  to  be  discharged  from  the  hospital 
(24  hours  mortality — 0%;  discharge  success  rate — 
83%).  Two  patients  developed  intraabdominal  ab- 
scess (40%);  one  drained  surgically  and  one  by 
placement  of  percutaneous  catheters. 


In  conclusion,  most  liver  lacerations  can  be  suc- 
cessfully controlled  by  simple  operative  techniques. 
When  refractory  bleeding  from  major  hepatic  injury 
is  encountered  in  the  hypovolemic,  hypothermic, 
coagulopathic  patient,  hepatic  packing  provides  im- 
proved survival.  The  technique  for  packing/unpack- 
ing and  our  approach  to  coagulopathy  will  be  pre- 
sented. 

Selecting  Therapy  for  Liver  Metastases  from  Colo- 
rectal Cancer.  Harold  J.  Wanebo,  MD,  Charlottes- 
ville. 

Options  for  managing  liver  metastases  from  co- 
lorectal cancer  include:  1)  resection,  2)  hepatic 
infusion,  3)  systemic  or  no  therapy.  Although  pa- 
tients with  solitary  metastases  are  amenable  to 
resection,  most  patients  have  more  extensive  dis- 
ease and  are  candidates  either  for  systemic  or 
palliative  regional  chemotherapy  (CT).  Although 
regional  infusion  has  had  many  enthusiastic  protag- 
onists, its  true  benefit  is  not  yet  defined. 

We  have  reviewed  a small  series  of  patients  with 
longterm  followup  who  were  referred  for  placement 
of  an  Infusaid  pump  (1981-85).  Of  42  patients,  ten 
had  evidence  of  extrahepatic  disease  and  were 
selected  for  systemic  therapy  only.  Of  32  patients 
explored,  seven  were  resectable  and  25  had  more 
extensive  and  nonresectable  disease  and  had  cathe- 
ter placement  for  liver  infusion  (generally  by  Infu- 
said pump).  Generally  these  patients  had  50%  of 
liver  involved  (or  had  bilateral  disease).  Operative 
mortality:  (one  patient)  died  within  30  d of  renal 
failure  after  pump  placement  and  one  of  seven 
resected  patients  died  (posttrisegmentectomy)  at  5 1 
d of  multisystem  failure.  All  24  patients  were  in- 
fused with  FUDR  (0.3  ng/kg/d  x 14,  every  30  days) 
and  had  at  least  two  cycles  to  assess  response.  In 
event  of  progression,  mitomycin  C or  cisPlatin  or 
5FU  were  infused  through  the  side  port. 

An  objective  response  occurred  in  4/23  (17%) 
with  FUDR  alone  (4PR  plus  one  minor  resp).  Re- 
duction in  CEA  occurred  in  14  of  20  (70%)  patients. 
Additional  responses  occurred  after  adding  other 
CT  in  three  patients  for  a total  objective  response  of 
29%  (7/24).  Median  survival  was  12  mo  after  begin- 
ning infusion  (seven  patients  survived  16-29  mos) 
which  is  possibly  better  than  historic  control  aver- 
age of  nine  mo  (for  50%  liver  involvement).  Of  the 
resected  group  four  are  surviving  an  average  of  16 
mo  (8-30  mo). 

Selection  of  treatment  for  liver  metastases  cancer 
can  be  stratified  to  resection  (with  chance  of  cure) 
in  10-15%,  aggressive  palliation  with  infusion  (in 
50%),  and  systemic  therapy  in  the  rest.  Patients 
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subjected  for  planned  liver  infusion  may  be  candi- 
dates for  resection  and  this  should  be  incorporated 
into  operative  consent  and  planning. 

Hepatic  Resection  for  Hepatoma  and  Metastatic  Co- 
lorectal Cancer.  J.  Shelton  Horsley  III,  MD,  George 
A.  Parker,  MD,  Richard  K.  Orr,  MD,  James  P. 
Neifeld,  MD,  Harry  D.  Bear,  MD,  and  Walter 
Lawrence,  Jr.,  MD,  Richmond. 

During  an  18-year  period,  41  adult  patients  under- 
went hepatic  resections,  30  for  metastatic  colorectal 
cancers  and  11  for  primary  hepatomas.  Twelve  of 
the  30  metastatic  colorectal  cancers  were  initially 
discovered  at  the  time  of  resection  of  the  primary 
bowel  cancer  and  staged  as  Dukes  D.  Of  the  re- 
maining 18  patients,  one  was  Dukes  A,  three  were 
Dukes  B,  11  were  Dukes  C and  the  stage  of  three 
was  not  known. 

None  of  these  41  patients  were  treated  with  only 
a wedge  resection  of  the  liver.  The  hepatic  resec- 
tions performed  were  three  partial,  16  total  and  nine 
extended  right  lobectomies  and  four  lateral  segmen- 
tectomies,  five  total  and  two  extended  left  lobecto- 
mies. One  patient  had  two  separate  liver  metastases 
treated  by  left  lateral  segmentectomy  and  left  medi- 
al segmentectomy  1 1 months  apart.  Another  patient 
had  a left  segmentectomy  and  partial  right  lobecto- 
my at  the  same  operation.  There  was  a 53%  inci- 
dence of  significant  postoperative  complications 
and  the  hospital  mortality  was  10%  (4/41). 

Eleven  patients  were  eligible  for  five-year  follow- 
up. Two  of  seven  (29%)  metastatic  colorectal  and 
one  of  four  (25%)  primary  cancers,  all  in  female 
patients,  were  surviving  disease  free  at  63,  176  and 
180  months  respectively.  The  actuarial  survival  for 
the  entire  series  was  64.4%  at  two  years  and  33.4% 
at  five  years. 

We  believe  the  properly  selected  patient  with 
primary  hepatoma  or  metastatic  colorectal  cancer 
of  the  liver  will  benefit  from  hepatic  resection. 

Management  of  Full-Thickness  Body  Wall  Lesions — 
Synthesis  of  General  and  Plastic  Surgery  Principles. 
Juan  M.  Montero,  II,  MD,  and  Glenn  R.  Carwell, 
MD,  Virginia  Beach. 

Difficult  surgical  problems  requiring  radical  re- 
section with  exposed  viscera  may  be  resolved  by 
combining  general  surgery  principles  with  reliable 
reconstructive  flaps. 

Patient  #1,  admitted  September  15,  1985  with  a 
large  carcinoma  of  the  cecum  and  full-thickness 
abdominal  wall  invasion,  underwent  successful  2- 
stage  excision  with  immediate  reconstruction  of  the 
abdominal  wall  by  rectus  femoris  myocutaneous 


flap.  Patient  #2,  admitted  August  8,  1985  with  a 12- 
cm  pleomorphic  tumor  involving  the  chest  wall  and 
3 ribs,  underwent  resection  of  posterior  thoracic 
wall  with  immediate  reconstruction  using  latissimus 
dorsi  reversed  myocutaneous  flap. 

Principles  of  resection  with  staple  techniques 
following  general  and  thoracic  surgery  approaches 
are  described.  Plastic  surgery  flap  repairs  are  illus- 
trated to  describe  their  flexibility  and  limitations. 
The  authors  have  a combined  experience  with  nine 
such  full-thickness  body  wall  reconstructions  (in  a 
community  hospital).  They  feel  a team  approach  for 
such  difficult  problems  is  optimal  since  the  com- 
bined talents  and  operative  techniques  of  the  two 
specialties  complement  each  other  to  the  benefit  of 
the  patient. 

Free  Omental  Reconstruction  of  the  Head  and  Neck. 

Austin  I.  Mehrhof,  Jr.,  DDS,  MD,  Richmond. 

Surgeons  have  long  known  the  reconstructive 
potential  of  the  omentum.  Following  a number  of 
intraabdominal  procedures  it  is  utilized  to  wrap  or 
protect  structures.  Pedicled  omental  flaps  have 
been  utilized  to  reconstruct  the  axillary  region,  the 
mediastinum,  and  even  defects  of  the  lower  extrem- 
ity. The  advent  of  microvascular  techniques  has 
expanded  the  reconstructive  potential  of  the  omen- 
tum. This  paper  will  review  our  experience  utilizing 
the  free,  microvascular  transfer  of  the  omentum  for 
head  and  neck  reconstruction. 

Five  patients  with  grossly  contaminated  wounds 
of  the  head  and  neck  were  successfully  reconstruct- 
ed with  a free  omental  transfer.  Four  of  these 
patients  had  infection  and  breakdown  of  local  flaps 
utilized  as  the  initial  reconstruction  following  cra- 
niofacial resection  for  tumor.  The  fifth  patient  had 
long-standing  chronic  draining  osteomyelitis  follow- 
ing frontal  craniotomy  for  tumor  excision.  The 
experience  with  this  group  of  patients  has  led  to  the 
application  of  this  technique  in  the  reconstruction 
of  three  patients  with  Romberg’s  syndrome,  idio- 
pathic hemifacial  atrophy.  All  eight  patients  with 
free  omental  transfers  in  this  series  survived  with- 
out loss  of  any  part  of  the  flap. 

This  experience  leads  to  the  conclusion  that  free 
omental  transfer  is  a satisfactory  means  for  recon- 
struction of  contaminated  wounds  of  the  head  and 
neck  region.  It  is  also  particularly  well  suited  for  the 
reconstruction  of  Romberg’s  syndrome. 

Surgical  Applications  of  Fibrin  Glue.  William  D. 
Spotnitz,  MD,  Charlottesville. 

European  surgeons  have  used  fibrin  glue  exten- 
sively in  a variety  of  surgical  procedures.  However, 
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the  European  commercial  product  is  made  from 
pooled  human  plasma  and  is  not  approved  by  the 
Food  and  Drug  Administration  for  use  in  the  United 
States  because  of  a possible  high  risk  of  hepatitis 
and  acquired  immune  deficiency  syndrome  (AIDS). 
We  have  developed  a safe  and  practical  method  for 
obtaining  a fibrinogen  concentrate  from  individual 
units  of  plasma.  The  concentrate  combined  with 
topical  thrombin  forms  fibrin  glue. 

This  fibrin  glue  has  been  used  successfully  in  67 
of  77  operative  cases  (87%)  at  the  University  of 
Virginia  Hospital  from  April  to  December  1985. 
Applications  have  included:  1)  sealing  of  pulmonary 
parenchymal  and  esophagogastric  staple  lines;  2) 
stopping  air  leaks  from  bronchopleural  fistulas;  3) 
stopping  bleeding  from  divided  adhesions;  4)  seal- 
ing of  vascular  suture  lines  and  anastomoses;  5) 
sealing  interstices  of  dacron  conduits;  6)  sealing  of 
saphenous  vein-coronary  anastomoses;  7)  position- 
ing saphenous  vein  bypass  grafts;  and  8)  stopping 
bleeding  from  cardiac  cannulation  and  catheter 
monitoring  sites. 

We  believe  this  modality  to  be  a safe,  cost- 
effective,  and  important  addition  to  the  practice  of 
surgery. 

Evaluation  of  Bleeding  Disorders  in  the  Surgical 
Patient.  J.  Michael  Conerly,  MD,  Carol  M.  Gilbert, 
MD,  Charles  L.  Crockett,  Jr.,  MD,  and  Robert 
Berry,  MD,  Roanoke. 

The  surgeon  is  occasionally  presented  with  pa- 
tients who  exhibit  intraoperative  or  postoperative 
hemorrhagic  problems.  Only  after  identifying  the 
mechanism(s)  of  the  bleeding  disorder  can  effective 
therapy  be  started.  Nonmechanical  hemorrhage  can 
be  divided  into  coagulation  and  platelet  disorders. 
In  this  paper  we  present  a trauma  patient  recently 
treated  at  our  hospital.  This  patient  illustrates  the 
complexities  that  may  be  encountered  in  bleeding 
disorders.  She  required  transfusions  of  38  units  of 
packed  red  blood  cells,  102  units  of  fresh  frozen 
plasma,  and  108  units  of  fresh  platelets.  Multiple 
severe  hemorrhages  were  due  to  coagulation  and 
platelet  function  deficits.  Included  is  a discussion  of 
a rational  plan  for  approaching  these  problems  both 
diagnostically  and  therapeutically. 

Further  Experience  with  Small  Bowel  Ischemia:  A 
Fatal  Complication  of  Feeding  Jejunostomy.  Patricia 
S.  Choban,  MD,  John  Baker,  MD,  Michael  C. 
Gaddy,  MD,  and  Martin  H.  Max,  MD,  Norfolk. 

Small  bowel  ischemia  as  a complication  of  feed- 
ing jejunostomy  at  Eastern  Virginia  Medical  School 
was  initially  reported  in  1984.  Since  the  preliminary 


report,  several  additional  patients  have  presented 
with  this  syndrome.  This  study  will  update  the 
series  and  review  the  experience  with  this  clinical 
syndrome  with  emphasis  on  possible  pathophysio- 
logic mechanisms. 

Over  the  past  36  months  1 1 patients  with  feeding 
jejunostomy  and  enteral  feedings  have  developed 
partial  or  total  necrosis  of  the  small  bowel.  This 
group  comprised  approximately  8%  of  patients  with 
feeding  jejunostomies  placed  over  this  time  period. 
The  ages  of  the  patients  ranged  from  39  to  83  years 
and  included  two  females  and  nine  males.  Ten 
patients  underwent  major  thoracic  or  abdominal 
operations  in  addition  to  placement  of  the  feeding 
catheter.  One  patient  with  severe  burns  had  jeju- 
nostomy feedings  for  nutritional  purposes.  Enteral 
feeding  was  commenced  within  48  hours  of  the  time 
of  catheter  placement.  Eight  of  the  patients  had 
documented  episodes  of  hypovolemia  or  hypoten- 
sion greater  than  24  hours  prior  to  the  onset  of 
abdominal  symptoms.  The  most  common  early 
physical  findings  were  abdominal  distention  and 
pain.  Three  of  the  patients  had  pneumotosis  intesti- 
malis  and  portal  venous  air  on  abdominal  films.  In 
all  patients  necrotic  small  bowel  was  demonstrated 
at  exploratory  laparotomy  or  autopsy.  The  majority 
of  patients  had  ischemic  injury  involving  the  entire 
small  bowel.  One  patient  had  a resectable  segment 
of  disease  and  one  patient  with  necrosis  of  incontin- 
uous  small  bowel  had  sparing  of  an  ileal  conduit.  In 
nine  patients  the  lesion  was  immediately  fatal  and 
two  survived  only  to  succumb  later  during  hospital- 
ization. 

This  study  illustrates  a disastrous  complication  of 
jejunostomy  feeding  which  appears  to  have  two 
major  etiologic  components:  the  temporal  presence 
of  a low  flow  state  and  the  luminal  content.  The 
latter  may  include  the  type,  osmolality,  and  micro- 
bial contamination  of  the  feeding.  Until  the  caus- 
ative factors  are  understood,  it  is  recommended 
that  feeding  jejunostomy  be  performed  selectively 
and  that  enteral  feedings  be  interrupted  in  any 
patient  with  hemodynamic  instability  or  suspected 
decreased  splanchnic  blood  flow. 
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Keeping  up  with  the  Joneses 


Elsewhere  in  this  issue  is  an  exciting  article 
from  the  Jones  Institute  for  Reproductive 
Medicine,  Department  of  Obstetrics  and  Gynecolo- 
gy, Eastern  Virginia  Medical  School,  Norfolk.  This 
is  an  analysis  of  the  authors’  amazing  five-year 
experience  with  in  vitro  fertilization  (IVF)  in  other- 
wise hopelessly  infertile  couples.  As  is  quickly 
apparent,  this  is  an  epochal  report  and  the  Editors 
are  proud  to  publish  it  in  Virginia  Medical, 
particularly  since  it  emanates  from  an  institution 
within  our  own  state.  This  widely  acclaimed  pro- 
gram is  now  recognized  internationally  as  the  bell- 
wether in  its  field.  IVF  clinics  are  springing  up  all 
over;  most  are  modeled  after,  and  utilize  techniques 
developed  at,  the  Jones  Institute  here  in  Virginia. 

Successful  pregnancies  employing  IVF  methods 
are  a recent  development.  Worldwide,  there  were 
reports  in  1980  from  Steptoe  et  al  of  Fondon1  and 
from  Fopata  et  al  of  Australia.2  The  very  first 
“conception-in-a-dish”  baby  in  America  was  deliv- 
ered in  Norfolk  on  December  28,  1981, 3 and  as  the 
present  report  indicates,  in  excess  of  200  more  have 
followed.  This  astonishing,  ongoing  achievement 
has  not  only  caught  the  public’s  fancy  and  given 
hopes  of  parenthood  to  hundreds  of  previously 
barren  couples,  but  from  a strictly  scientific  per- 
spective it  has  demonstrated  the  feasibility  of  apply- 
ing laboratory  methods  to  solve  clinical  problems. 

In  a striking  reversal  of  customary  referral  pat- 
terns, elite  and  renowned  worldwide  authorities  in 
ob-gyn,  infertility  and  reproduction  now  send  their 
most  difficult  problems  to  Norfolk  to  this  premier 
IVF  program.  From  early  on,  the  interest  and 
imagination  of  the  international  media — lay,  scien- 
tific and  medical — was  ignited,  and  this  success 


story  promulgated  their  many,  often  fascinating 
articles.  With  the  catchy  caption  “Conception  in  a 
Dish,’’  the  cover  of  the  April  issue  of  the  magazine 
Science  85  featured  a Petri  dish  receiving  a color- 
less globule  from  a pipette.  The  magazine  New 
York’s  August  12,  1985,  cover  carried  the  title 
“Last  Chance  Babies.’’  Numerous  disappointed 
and  discouraged  childless  couples  with  hope  virtu- 
ally exhausted  are  eagerly  grasping  at  this  “court  of 
last  appeal.”  They  are  flocking  to  Norfolk  literally 
pleading  to  enter  this  most  carefully  controlled 
program.  The  current  waiting  list  exceeds  10,000 
and  is  increasing  daily! 

The  public  as  well  as  the  scientific  and  medical 
world  exhibit  curiousity  as  to  how  such  a magnifi- 
cent and  continuing  effort  originated  in  a compara- 
tively new  and  relatively  unsupported  medical 
school  in  Virginia.  This  is  a logical  query,  and 
indeed  it  was  by  the  narrowest  of  margins  and  with 
considerable  serendipity  that  the  world  now  beats 
this  path  to  Norfolk  and  not  elsewhere.  The  origina- 
tors and  directors  of  this  marvelous  project  are  a 
remarkably  attractive  and  youthful  septuagenarian 
couple,  Drs.  Howard  and  Georgeanna  Jones,  who 
combine  a down-home,  warm  compassion  with 
scientific  brilliance  and  professional  expertise.  Na- 
tive Baltimorians,  for  more  than  four  decades  they 
shared  distinguished  careers  with  side-by-side 
desks  at  Johns  Hopkins,  he  in  gynecology  with 
board  certification  in  surgery,  and  she  as  a gyneco- 
logical endocrinologist.  Mandatory  retirement  ne- 


On  the  opposite  page,  Howard  and  Georgeanna  Jones 
with  the  Snyder  twins,  Marie,  left,  and  Allie,  in  vitro 
babies  born  in  1984.  Photograph®  Hank  Morgan. 


232 


VIRGINIA  MEDICAL/APRIL  1986 


VOLUME  113 


cessitated  a change  of  venue,  and  they  were  invited 
to  join  the  Department  of  Gynecology  and  Repro- 
ductive Medicine  in  the  fledgling  Eastern  Virginia 
Medical  School.  The  invitation  was  extended  by  ob- 
gyn  chairman  Mason  C.  Andrews.  As  the  single 
most  dynamic  force  in  the  development  of  EVMS, 
Dr.  Andrews  has  repeatedly  demonstrated  amazing 
perspicacity.  His  transplantation  of  the  Joneses 
turned  out  to  be  a tremendous  coup  not  just  for 
EVMS  but  for  the  world. 

Statistically,  infertility  is  rapidly  increasing; 
many  deleterious  factors  in  modern  life  are  thought 
to  be  mainly  responsible.  The  need,  therefore,  for 
remedial  methods  of  combating  otherwise  intracta- 
ble infertility  is  increasing.  Since  IVF  researchers 
must  delve  into  the  mysteries  of  life  and  creation 
itself,  the  potential  biologic  spinoffs  are  mind-bog- 
gling. Conversely,  it  was  inevitable  that  these  very 
factors  would  stimulate  opposition,  and  this  has 
indeed  occurred.  Strict  legal  prohibitions  currently 
preclude  all  experimental  procedures  in  embryo 
research;  only  because  they  are  categorized  as 


infertility  treatment  methods  are  IVF  programs 
such  as  this  approved  and  permitted.  Research 
funding  in  the  customary  context  is  illegal.  Small 
wonder  that  laboratory  fertility  investigators  feel 
frustrated  and  “cut  off  at  the  pass.” 

It  is  comfortably  reassuring  to  realize  that  wher- 
ever these  new  and  revolutionary  concepts  may 
lead  us,  the  Joneses  will  be  in  the  forefront. 
Virginia  physicians  should  be  very  proud. 

Charles  E.  Davis,  Jr.,  MD 

1312  Pamela  Place 
Norfolk  VA  23509 

l.Steptoe  PC,  Edwards  RG,  Purdy  JM.  Clinical  aspects 
of  pregnancies  with  cleaving  embryos  grown  in  vitro. 
Br  J Obstet  Gynaecol  1980;87:757 

2.  Lopata  A,  Johnston  IWH,  Hoult  IJ,  Speirs  AI.  Preg- 
nancy following  intrauterine  implantation  of  an  embryo 
obtained  by  in  vitro  fertilization  of  a preovulatory  egg. 
Fertil  Steril  1980;33 : 117 

3.  Jones  HWjr,  Jones  GS,  Andrews  MC  et  al.  The  pro- 
gram for  in  vitro  fertilization  at  Norfolk.  Fertil  Steril 
1982,38:14 


Needed:  Collegiality,  Not  Marketing 


Awesome  changes  are  occurring  in  ethical  and 
moral  standards  in  the  health  care  field.  A 
recent  article  in  the  American  Medical  News  states 
that  hospital  companies  are  engaged  in  a scramble 
for  “market  share.”  Some  call  the  new  hospital- 
owned  PPOs  and  HMOs  “patient  acquisition 
plans.”  Another  story,  in  the  Wall  Street  Journal, 
quotes  Paul  Starr  as  suggesting  that  . . . “young 
doctors  may  be  more  interested  in  freedom  from  the 
job,  than  in  freedom  in  the  job.” 

Entrepreneurism  may  easily  spell  the  death  knell 
of  the  medical  profession  as  a learned,  concerned 
and  compassionate  discipline,  and  in  turn  may 
cause  the  American  system  of  medical  care  to 
become  a second-class,  assembly-line  operation  in 
which  eventually  the  medical  professional  will  not 
only  lose  social  standing  but  the  trust  of  patients,  as 
well  as  place  on  the  economic  ladder. 

Medical  ethics  are  age-old,  and  our  new  gradu- 
ates still  subscribe  to  the  Oath  of  Hippocrates.  How 
then  can  we  reconcile  “patient  acquisition  plans” 
with  ethical  collegiality  among  physicians? 

How  can  we  get  consultations  freely,  when  there 
is  a scramble  for  “market  share”? 

How  can  we  choose  the  best  places  for  our 
patients’  care,  when  we  get  involved  in  closed 


panels,  closed  PPOs  and  closed  hospital  staffs? 

How  can  we  continue  to  practice  good  medicine 
when  third  parties  tell  us  when  we  can  put  patients 
into  hospitals,  where  we  can  put  them,  and  how 
long  we  can  keep  them,  and  whether  we  can  admit 
them  before  a procedure  or  not? 

How  can  we  use  our  own  best  judgment,  which  is 
expected  from  us  as  highly  trained  professionals, 
when  we  are  constantly  harassed  by  often  unquali- 
fied second-guessers  with  20/20  retrovision  who  are 
challenging  us  at  every  turn? 

Unless  there  is  a coming  together  of  physicians  of 
all  ages  and  backgrounds  to  reaffirm  their  determi- 
nation to  return  to  the  time  honored  principles  of 
honesty,  integrity,  morality  and  collegiality  in  their 
practices,  there  will  be  a complete  disappearance  of 
the  American  medical  system  as  we  have  known  it. 
The  system  which  produced  the  best  medical  care 
and  the  greatest  advances  in  research  and  its  clini- 
cal application  will  disappear  into  a morass  of 
bureaucracy,  avarice  and  greed. 

The  challenge  is  for  us  to  come  together  again  and 
to  form  a solid  front  in  reinstating  high  moral  and 
professional  values  and  in  resisting  the  marketeers 
of  medical  care. 

W.  Leonard  Weyl,  MD 
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GUEST  SPEAKER 

Physician  Numbers  Up, 
Visits  Down 

The  following  is  excerpted  from  a speech  deliv- 
ered by  Virginia's  Commissioner  of  Health,  Dr. 
James  B.  Kenley,  on  October  16,  1985,  before  the 
medical  staff  of  Henrico  Doctors’  Hospital,  Rich- 
mond. 

The  priorities  and  resources  our  country  has 
invested  in  health  care  over  the  past  20  years 
have  paid  off  enormously  in  advancements  in  medi- 
cal technology,  health  care  and  the  quality  of  life  for 
a greater  part  of  our  citizenry.  Our  health  care  is 
good.  Our  citizens  want  it,  and  to  a large  measure, 
they  get  it.  Of  course,  we  do  not  have  a perfect 
system,  by  any  means.  Our  high  infant  mortality 
rate  indicates  problems,  for  instance,  but  I am  not 
at  all  certain  that  the  cause  of  this  is  entirely  due  to 
our  health  care  System.  I suspect  socioeconomic 
factors  play  a major  part. 

As  for  controlling  costs,  I favor  improved  effi- 
ciencies in  health  care  rather  than  barriers  to  care. 
Real  savings  can  be  achieved  through  improve- 
ments in  the  delivery  system,  and  although  compe- 
tition is  the  buzzword  today,  competition  among 
hospitals  may  actually  increase  the  cost  of  medical 
care  because  hospitals  usually  compete  by  offering 
more  services,  bigger  facilities,  and  larger  staffs  and 
not  by  lowering  costs,  according  to  a survey  of  400 
hospitals  conducted  by  the  National  Center  for 
Health  Services  Research  and  Health  Care  Tech- 
nology Assessment. 

Virginia’s  Secretary  of  Human  Resources,  put 
together  a discussion  group  on  coping  with  the 
changing  health  care  cost  environment.  That  group, 
which  includes  legislators  and  health  care  provid- 
ers, considered  three  broad  options  for  the  certifi- 
cate of  public  need  program:  repeal  it,  change  it  or 
strengthen  it. 

The  group  rejected  repeal  of  certificate  of  need 
but  recommended  changes.  The  scope  of  the  pro- 
gram as  it  currently  exists  is  too  comprehensive, 
requiring  review  of  certain  medical  facilities,  serv- 
ices and  equipment  which  do  not  appear  to  bear 


substantially  on  health  care  costs.  Additionally,  the 
large  number  of  projects  covered  under  Virginia’s 
certificate  of  public  need  law  makes  the  program 
difficult  to  manage  and  politically  unpopular.  There- 
fore, the  general  thrust  of  the  group’s  recommenda- 
tions is  to  streamline  the  certificate  of  need  pro- 
gram, focusing  on  those  aspects  of  the  health  care 
industry  which  have  a discernible  economic  effect 
in  Virginia. 

The  Board  of  Health  should  index  capital  expen- 
diture thresholds  based  on  federal  regulations, 
which  allow  indexing  according  to  the  composite 
hospital  construction  costs  index;  this  would  have 
the  effect  of  raising  Virginia’s  capital  expenditure 
thresholds  from  $600,000  to  $736,250.  The  Group 
also  recommended  1)  that  the  Secretary  of  Human 
Resources  draft  legislation  which  would  eliminate 
coverage  of  end-stage  renal  disease  services,  hos- 
pice services,  birthing  centers  and  in-vitro  fertiliza- 
tion services  under  Virginia’s  certificate  of  need 
statute,  and  2)  that  the  Department  of  Health  and 
the  State  Board  of  Health  identify  and  propose 
regulations  for  additional  types  of  projects,  such  as 
cardiac  catheterization  labs,  to  qualify  them  for 
consideration  under  exemption  and  administrative 
reviews.  Also  among  a list  of  recommended 
changes  is  the  request  that  the  Secretary  of  Human 
Resources  draft  legislation  to  eliminate  cretificate 
of  need  approval  of  nonmedical  services  and  non- 
clinical  capital  expenditures  that  do  not  exceed  $1.5 
million. 

When  is  the  certificate  of  need  program  going  to 
end?  Certificate  of  need  is  likely  to  end  when 
providers  are  no  longer  reimbursed  as  they  are  now 
by  Medicare  and  Medicaid  for  facility  and  equip- 
ment capital  and  for  return  on  equity.  Just  when  this 
will  happen  is  most  uncertain.  Proposals  worked 
out  with  the  American  Hospital  Association  have 
been  rejected  by  the  federal  Office  of  Management 
and  Budget.  Of  concern  is  what  will  happen  to  rural 
hospitals.  Can  these  facilities  survive? 

As  for  DRGs,  recent  announcements  by  a nation- 
al chain  that  they  are  not  interested  in  building  or 
purchasing  additional  hospitals  this  year  may  be  a 
signal  that  reimbursement  policies  are  more  in  line 
with  real  costs.  Occupancy  rates  are  down  across 
the  state,  as  well  as  the  nation,  and  a number  of 
small  hospitals  are  in  trouble. 

What  can  we  expect  in  the  future?  Regardless 
of  what  direction  the  federal  government 
takes,  there  are  three  additional  factors  that  will 
continue  to  shape  the  health  care  system  in  the 
future.  They  are  1)  an  oversupply  of  physicians,  2) 
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professional  liability,  and  3)  product  liability. 

Physicians  are  finding  it  harder  and  harder  to 
attract  patients.  Physician  visits  are  down.  New 
physicians  move  frequently,  trying  to  find  a niche. 
Many  physicians  find  their  real  income  declining. 
Someone  in  the  investment  business  who  should 
know  told  me  recently  that  physician  income  in  the 
Richmond  area  is  down  15%-25%.  I know  that  new 
physicians  are  often  heavily  in  debt,  although  their 
credit  remains  pretty  good.  Office  expenses  as  well 
as  professional  liability  insurance  combine  to  make 
it  very  difficult  to  establish  solo  practice.  Thus  they 
seek  to  align  themselves  with  a group  or  with  some 
facility,  at  least  until  they  get  established.  We  are 
finding  that  some  of  our  scholarship  students  are 
still  looking  around  two  to  three  years  after  comple- 
tion of  training. 

There  were  10,152  physicians  in  practice  in  Vir- 
ginia in  1984.  In  1985,  640  joined  this  number  for  a 
total  of  10,792.  This  is  a 6.3%  increase,  while  the 
total  population  of  Virginia  grew  at  only  an  estimat- 
ed 1.5%,  from  5,550,000  to  5,636,000.  Thus  from  a 
physician-population  ratio  of  1 to  546  in  1984,  we 
dropped  to  1 in  522  in  1985. 

I am  not  pessimistic.  The  metamorphosis  that  the 
American  health  care  industry  is  in  the  midst  of  is  a 
product  of  the  times  and  of  our  state  of  develop- 
ment, which  demands  change.  The  product  will 
reflect  the  societal  needs  of  today  and  tomorrow, 
not  yesterday.  Uncompensated  care  or  care  for  the 
indigent,  currently  a major  concern,  will  eventually 
be  addressed  by  the  individual  states,  once  past 
stereotypes  have  been  discarded  for  fresh  and 
newer  approaches. 

Our  people  are  beginning  to  come  to  grips  with 
the  unhealthy  lifestyles  they  lead  and  the  economic 
impact  of  those  life  choices,  although  in  1984  in 
Virginia,  the  top  four  leading  causes  of  death  re- 
main unchanged  in  their  order — diseases  of  the 
heart,  cancer,  stroke  and  accidents,  and  now  in  fifth 
place  is  chronic  obstructive  pulmonary  disease, 
followed  by  influenza  and  pneumonia.  Diabetes 
remained  in  the  seventh  spot  and  cirrhosis  of  the 
liver  moved  up  to  eighth.  Arteriosclerosis  fell  out 
and  a newcomer,  suicide,  joined  the  top  ten. 

As  a society,  we  will  demand  change.  When  the 
political  processes  falter,  the  courts  are  likely  to 
spur  us  on.  The  checks  and  balances  in  our  form  of 
government  will,  in  the  end,  assure  our  general 
welfare. 

James  B.  Kenley,  MD 
Virginia  Department  of  Health 
109  Governor  Street 
Richmond,  VA  23219 
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Meyer  Vitsky,  MD 

Dr.  Meyer  Vitsky,  who  practiced  obstetrics  and 
gynecology  in  Richmond  for  more  than  40  years, 
died  February  3 in  a Richmond  nursing  home.  He 
was  81  years  old  and  had  been  ill  with  Alzheimer’s 
disease. 

A native  of  Richmond,  Dr.  Vitsky  was  a 1926 
graduate  of  the  University  of  Richmond  and  gradu- 
ated in  1930  from  the  Medical  College  of  Virginia, 
then  trained  at  St.  Vincent  DePaul  Hospital,  Nor- 
folk, and  the  Retreat  Hospital,  Richmond.  In  addi- 
tion to  his  private  practice,  he  was  for  many  years 
associate  clinical  professor  of  ob/gyn  at  MCV. 

An  Eagle  Scout,  Dr.  Vitsky  became  a Scout 
leader,  serving  on  the  Robert  E.  Lee  Council,  Boy 
Scouts  of  America,  and  as  director  of  Camp 
Shawondassee  in  Chester. 

Dr.  Vitsky  was  a member  of  the  Richmond  Acad- 
emy of  Medicine,  The  Medical  Society  of  Virginia, 
American  Medical  Association,  Southern  Medical 
Association,  and  the  American,  International  and 
South  Atlantic  Associations  of  Obste tricans  and 
Gynecologists. 

Rodrigo  Isada,  MD 

Dr.  Rodrigo  T.  Isada,  Saltville,  died  January  16  at 
Holston  Valley  Hospital  in  Kingsport,  Tennessee. 
He  was  founder  and  president  of  the  Southwest 
Virginia  Association  of  Philippine  Physicians  and 
past  president  of  the  Virginia  Association  of  Philip- 
pine Physicians. 

After  earning  his  doctorate  of  medicine  at  the 
Faculty  of  Medicine  and  Surgery  University  of 
Santo  Tomas  in  the  Philippines,  Dr.  Isada  came  to 
this  country  and  trained  at  hospitals  in  New  Jersey 
and  New  York.  He  began  practicing  medicine  in 
Southwest  Virginia  in  1974,  moving  to  Norton  in 
1981.  He  had  been  president  of  the  Saltville  Lions 
Club  and  was  active  in  the  medical  societies  of  the 
region,  coming  to  membership  in  The  Medical  Soci- 
ety of  Virginia  through  the  Tazewell  County  Medi- 
cal Society. 
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Likes  Va  Med’s  “even-handed” 
illumination  of  issues 

The  recent  jump  in  my  Blue  Cross  bill  does  the 
proverbial  two  by  four  and  got  my  attention.  It  led 
me  to  thinking  about  the  recent  revolutionary 
changes  in  Virginia  medicine,  such  as  the  manda- 
tory membership  in  AMA,  the  growth  of  HMOs, 
the  malpractice  crisis,  and  various  other  gloomy 
and  depressing  thoughts. 

In  this  miasma  of  confusion,  I did  see  one  ray  of 
light.  That  is  the  publication  of  Virginia  Medical 
and  the  efforts  of  its  Editors.  In  particular  I am 
impressed  by  the  even-handed  approach  to  the 
AMA  unification  problem  and  the  courage  in  publi- 
cizing both  sides  of  the  story  as  well  as  some  of  the 
statistics  regarding  resignations. 

It  is  my  understanding  that  Virginia  Medical 
has  won  several  prizes  and  awards  in  its  field.  I 
believe  they  are  certainly  well-earned  and  many 
more  are  deserved. 

Peter  B.  Blanchard,  MD 

1821  Old  Donation  Parkway 
Virginia  Beach  VA  23454 


Seizure,  syncope,  driving 
do  not  mix,  says  the  law 

At  the  annual  meeting  of  the  Virginia  Neurologi- 
cal Society,  it  was  noted  that  many  Virginia  physi- 
cians are  not  aware  of  the  position  of  the  State 
Department  of  Motor  vehicles  regarding  seizure 
and  syncope.  It  was  the  vote  of  the  membership 
that  the  DMV  be  asked  to  send  a Letter  to  the 
Editors  to  be  published  in  the  journal  for  the  benefit 
of  its  readers. 

Donald  B.  Nolan,  MD 

2601  Franklin  Road  SW 
Roanoke  VA  24014 

Editors’  Note:  Grace  T.  Simpkins,  Supervisor  of  the 
Driver  Improvement  Division,  writes: 

The  Department  of  Motor  Vehicles’  policy  re- 
garding any  type  of  seizure,  blackout,  or  lapse  of 
consciousness  is  that  once  a person  experiences 
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any  of  these  episodes,  he  or  she  is  to  refrain  from 
driving  for  a period  of  one  year.  Any  person  who 
applies  for  a Virginia  driver’s  license  must  be 
episode-free  for  the  required  one  year  before  they 
can  be  authorized  to  obtain  a license.  A shorter 
waiting  period  may  be  granted  if  an  episode  occurs 
due  to  an  unusual  circumstance,  such  as  running 
out  of  medication,  adjustment  in  medication,  or  a 
missed  dosage  of  medication.  Cases  that  may  be  of 
a more  complicated  nature  will  be  referred  to  our 
Medical  Advisory  Board  composed  of  seven  physi- 
cians appointed  by  the  Governor. 

The  motor  vehicle  laws  of  Virginia  do  not  require 
physicians  to  report  persons  whose  physicial  or 
mental  condition  could  render  them  unsafe  to  drive. 
It  is  our  desire  that  a physician  report  such  informa- 
tion for  the  benefit  of  the  patient  and  for  the  safety 
of  others. 

George  Craddock 
remembered 

The  untimely  death  of  Dr.  George  B.  Craddock 
offers  an  occasion  for  those  of  us  who  knew  him 
well  to  pay  our  respects  to  his  superior  capabilities 
as  a physician  and  his  complete  dedication  to  his 
work.  Three  events  that  I remember  serve  to  illus- 
trate. 

The  first  of  these  occurred  in  March  of  1943  while 
we  were  in  transit  from  New  York  City  to  Casablan- 
ca as  fellow  members  of  the  45th  General  Hospital, 
formed  by  the  Medical  College  of  Virginia.  We  were 
advised  that  our  unit  would  be  responsible  for 
operating  the  medical  dispensary  on  the  assigned 
transport,  which  would  carry  a total  of  some  5,000 
troops.  In  preparation  for  this,  we  were  given  a long 
list  of  supplies  which  would  be  furnished.  George  at 
once  noted  that  no  IV  sulfadiazine  was  included, 
only  the  oral.  Appeal  to  the  Army  brass  brought  no 
results,  so  George  announced  that  he  would  take 
care  of  this  himself.  The  following  passage  from  Dr. 
Alton  Brashear’s  book  Lee  to  Bari , describes  how 
well  he  did  this. 

A case  of  meningococci  meningitis  developed  among  the 
troops.  The  case  was  immediately  isolated.  The  unfortu- 
nate soldier  was  unable  to  retain  sulfadiazine,  oral  type. 
This  was  the  only  type  furnished  by  the  Army.  Capt. 
George  Craddock,  MC,  in  a total  blackout,  went  into  the 
hold  and  by  the  light  of  a single  flashlight  located  his 
bedding  roll  among  more  than  5,000  other  bedding  rolls 
and  barrack  bags  and  secured  his  personal  supply  of 
sodium  sulfadiazine  (intravenous  type).  The  soldier  sub- 
sequently recovered  and  what  could  have  been  a serious 
epidemic  was  averted. 
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The  second  incident  took  place  in  Naples,  Italy, 
in  1944,  where  the  45th  General  Hospital  was  then 
in  operation.  George  and  I,  along  with  some  20 
medical  officers,  were  quartered  in  a small  pensione 
operated  by  a civilian  who  without  warning  suffered 
a massive  gastric  hemorrhage.  A blood  transfusion 
of  several  units  was  urgently  needed.  Civilian 
sources  were  out  of  the  question,  and  the  Army 
would  not  release  fresh  blood  from  the  operating 
blood  bank.  George  pursued  the  matter  and  found 
that  the  blook  bank  customarily  destroyed  units 
that  were  more  than  four  days  old.  He  appealed  to 
the  authorities,  who  gave  him  permission  to  receive 
the  units  about  to  be  destroyed,  and  so  the  patient 
was  successfully  transfused,  and  seen  some  ten 
years  after  World  War  II,  he  appeared  in  good 
health. 

The  third  incident  reveals  another  facet  of 
George’s  character  that  illustrates  his  tenacious 
devotion  to  medicine.  In  1980,  Dr.  Campbell  Man- 
son,  his  son  Richard,  and  I were  invited  to  join 
George  at  a summer  camp  on  the  Cowpasture  River 
which  he  shared  with  several  colleagues  and  friends 
from  Lynchburg.  We  arrived  in  mid-afternoon  and 
found  the  camp  deserted  except  for  the  caretaker. 


The  caretaker  did  not  know  which  of  the  eight  or 
ten  cabins  was  Dr.  Craddock’s.  We  were  invited  to 
look  for  it.  Richard  thought  our  prospects  were 
pretty  dim,  but  Campbell  and  I,  having  known 
George  over  many  years,  thought  we  had  a clue. 
We  would  look  for  the  cabin  with  a copy  of  the  New 
England  Journal  of  Medicine  in  it.  Sure  enough,  in 
the  third  cabin,  there  it  was,  neatly  folded  to  fit  in 
his  back  pocket.  Elementary,  Dr.  Watson. 

Elam  Toone,  MD 

4402  West  Franklin  Street 
Richmond  VA  23221 

Editors’  Note:  In  Lynchburg,  where  Dr.  George  B. 
Craddock  practiced  and  where  he  died  in  an  acci- 
dent on  December  11,  physicians  have  established 
an  endowment  fund  in  his  memory.  Proceeds  will 
be  used  to  fund  a regular  lecture  series.  Dr.  Crad- 
dock was  highly  regarded  throughout  Virginia,  and 
the  committee  in  charge  of  the  fund  wishes  to  give 
all  of  his  friends  the  opportunity  to  contribute. 
Checks  may  be  made  payable  to  the  George  B. 
Craddock  Memorial  Fund  and  mailed  to  Virginia 
Baptist  Hospital,  Attention:  Development  Office, 
3300  Rivermont  Avenue,  Lynchburg  VA  24503. 


Thanks  to  the  Women’s  Program 
at  Mountain  Wood  and  lots  of 
love  and  support  from  her  family 
and  friends  that’s  all  behind  us 


now. 


It’s  so  good  to  hear  Mary  reading 
to  Amy  again! 

If  someone  you  love  has  a drug  or 
alcohol  dependency  call  Mountain 
Wood... for  one  small  miracle. 

804-97 1-8245 


Mountain  Wood 


Consider  This  One  Small  Miracle 


Mary  always  loved  to  relax  at  the 
end  of  a busy  day  by  reading  a 
bedtime  story  to  our  daughter 
Amy.  But  Mary  lost  interest  in 
reading  to  Amy ...  in  her  clubs . . . 
in  tennis . . . doing  things  with  her 
friends . . . she  became  withdrawn 
from  us  all. 


a center  for  the  treatment  of 
alcoholism  & drug  abuse 

Phil  Collins,  MD 
Medical  Director 


500  Old  Lynchburg  Road 
P.O.  Box  5546 

Charlottesville,  Virginia  22905 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package  ™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
—to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.R  today— you’ll  never 
feel  better. 

BBC  SYSTEMS 

223  Virginia  Ave. 

Suite  D 

Vinton,  Virginia  24179 
(703)  343-3781 
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Lewis-Gale  Clinic,  Inc. 


1802  Braebum  Drive 
Salem,  Virginia  24153 
(703)  772-3400 


ANESTHESIOLOGY 

Leigh  O.  Atkinson,  M.D. 

George  P.  Baron,  M.D. 

Daniel  C.  Summerlin,  Jr.,  M.D. 

Joe  F.  Clark,  M.D. 

ARTHRITIS  and  RHEUMATOLOGY/ 
INTERNAL  MEDICINE 

William  M.  Blaylock,  M.D. 

Joseph  P.  Lemmer,  M.D. 

CARDIOLOGY 

David  S.  Miller,  II,  M.D. 

Jacob  P.  Neathawk,  Jr.,  M.D. 

J.  Phillip  Bushkar,  M.D. 

William  B.  Rutherford,  Jr.,  M.D. 

DERMATOLOGY 

Gary  P.  Gross,  M.D. 

EMERGENCY  MEDICINE 

Benjamin  N.  Jones,  M.D. 

John  S.  Jeremiah,  M.D. 

John  M.  Garvin,  M.D. 

Robert  0.  McGuffin,  M.D. 

Darrell  F.  Powledge,  M.D. 

Thomas  Gary  Parrish,  M.D. 

Roger  D.  Tims,  M.D. 

EXECUTIVE  HEALTH  MEDICINE 

Frank  Alton  Wade,  M.D. 

Lucian  Y.  Grove,  M.D. 

FAMILY  PRACTICE 

Allen  M.  Clague,  M.D. 

Keith  C.  Edmunds,  M.D. 

William  C.  Crow,  Jr.,  M.D. 

Preston  H.  Edwards,  M.D. 

Samuel  N.  Smith,  M.D. 

Howard  M.  Lebow,  M.D. 

Wilson  H.  Coulter,  M.D. 

John  F.  Daugherty,  M.D. 

Clarke  B.  Andrews,  M.D. 

Marc  G.  Nevin,  M.D. 

Ella  M.  Dickinson,  M.D. 

Kevin  C.  Kelleher,  M.D. 

David  A.  Keilman,  M.D. 

Gregory  L.  Still,  M.D. 

James  W.  Robinson,  M.D. 

Charles  E.  Lamb,  M.D. 

GASTROENTEROLOGY  and 
ENDOSCOPY/INTERNAL  MEDICINE 

George  H.  Wall,  M.D. 

Joseph  L.  Nelson,  III,  M.D. 

HEMATOLOGY  and  ONCOLOGY/ 
INTERNAL  MEDICINE 

J.  Milton  Miller,  M.D. 

John  C.  Morrison,  Jr.,  M.D. 

Paul  D.  Richards,  M.D. 


OTHER  MEDICAL  SERVICES 

Same  Day  Surgery  Audiology 

Home  Health  Care  Nutritionist 

Diabetes  Clinic  Vascular  Lab 

Psychological  Counseling  Inhalation  Therapy 
Clinical  Laboratory  Physical  Therapy 

X-ray  EEG  Lab 

Magnetic  Resonance  Imaging  Cosmetic  Surgery 


IMMEDIATE  CARE/EMERGENCY  MEDICINE 

Charles  E.  Lamb,  M.D. 

Robert  A.  Kuhn,  M.D. 

INDUSTRIAL  MEDICINE 

E.  Wilson  Watts,  Jr.,  M.D. 

INFECTIOUS  DISEASE/INTERNAL  MEDICINE 

Douglas  D.  Blevins,  M.D. 

INTERNAL  MEDICINE 

Michael  J.  Moore,  M.D. 

E.  Blackford  Noland,  Jr.,  M.D. 

Myron  S.  Levey,  M.D. 

Daniel  M.  Camden,  M.D. 

Frank  A.  Wade,  M.D. 

Lucian  Y.  Grove,  M.D. 

NEUROLOGY/NEURO-OPHTHALMOLOGY 

Edward  A.  Waybright,  M.D. 

Timothy  L.  Hormel,  M.D. 

NEUROSURGERY 

Charles  H.  Anderson,  Jr.,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 

Carl  B.  Harms,  M.D. 

James  A.  Kelly,  M.D. 

George  W.  Maxymiv,  M.D. 

Debra  H.  Clapp,  M.D. 

OPHTHALMOLOGY 

Ira  S.  Saposnik,  M.D. 

ORTHOPAEDIC  SURGERY 

Richard  H.  Fisher,  M.D. 

Alonzo  H.  Myers,  Jr.,  M.D. 

S.  Curtiss  Mull,  M.D. 

Bertram  Spetzler,  M.D. 

John  P.  Clarke,  M.D. 

OTOLARYNGOLOGY 

J.  Bruce  Hagadorn,  M.D. 

Tu  A.  Tran,  M.D. 

PEDIATRICS 

F.  Joseph  Duckwall,  M.D. 

William  J.  Kagey,  M.D. 

Luthur  A.  Beazley,  III,  M.D. 

Conrad  V.  Wynne,  Jr.,  M.D. 

Frank  C.  Chaten,  M.D. 


PHYSICAL  MEDICINE  and  REHABILITATION 

Alan  R.  Tempkin,  M.D. 

PLASTIC,  RECONSTRUCTIVE  and 
HAND  SURGERY 

Warren  L.  Moorman,  M.D. 

Robert  F.  Roth,  M.D. 

Enrique  A.  Silberblatt,  M.D. 

PULMONARY  DISEASES/INTERNAL  MEDICINE 

James  A.  Witten,  Jr.,  M.D. 

Nelson  B.  Greene,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE 

Carl  M.  Russell,  M.D. 

Donald  W.  Spicer,  M.D. 

Clyde  F.  Lloyd,  M.D. 

William  A.  Casssada,  Jr.,  M.D. 

J.  William  Barnard,  M.D. 

James  A.  Walsh,  M.D. 

John  M.  Mathis,  M.D. 

Mary  Ella  Zelenik,  M.D. 

SURGERY 

William  L.  Sibley,  III,  M.D. 

George  R.  Shumate,  M.D. 

A.  Reif  Kessler,  M.D. 

THORACIC  and  VASCULAR  SURGERY 

William  L.  Sibley,  III,  M.D. 

George  R.  Shumate,  M.D. 

A.  Reif  Kessler,  M.D. 

UROLOGY 

T.S.R.  Ward,  M.D. 

Jeffrey  S.  Jones,  M.D. 


ADMINISTRATION 

Darrell  D.  Whitt,  Executive  Vice  President 
Lyndell  B.  Brooks,  Vice  President 


SATELLITE  LOCATIONS 


Back  Creek  — 6724  Bent  Mtn.  Road  S.W.,  Roanoke,  Virginia  24018 
Dr.  Samuel  N.  Smith  and  Dr.  Kevin  C.  Kelleher 

Clearbrook  — 5917  Indian  Grave  Road,  Roanoke,  Virginia  24014 
Dr.  Ella  M.  Dickinson 

Fincastle  — P.O.  Box  236,  Fincastle,  Virginia  24090 
Dr.  William  C.  Crow,  Jr.  and  Dr.  Clarke  B.  Andrews 

Fort  Lewis  — 460  West  (Rt.  1,  Box  162),  Salem,  Virginia  24153 
Dr.  Howard  M.  Lebow  and  Dr.  James  W.  Robinson 

New  Castle  Family  Practice  Center  — Market  St.,  New  Castle,  VA.  24127 
Dr.  Gregory  L.  Still 

Old  Southwest  — 212  Highland  Avenue  S.W.,  Roanoke,  Virginia  24016 
Dr.  Carl  B.  Harms,  Dr.  James  A.  Kelley,  Dr.  George  W.  Maxymiv 
Dr.  Debra  H.  Clapp 

Valley  North  — 307  Hershberger  Road  N.W.,  Roanoke,  Virginia  24012 
Dr.  John  F.  Daugherty  and  Dr.  David  A.  Keilman 

West  Salem  — West  Salem  Plaza,  Salem,  Virginia  24153 
Dr.  Preston  H.  Edwards  and  Dr.  Marc  G.  Nevin 
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MEDIBVTES 


LUKEWARM  1986  ASSEMBLY  PRELUDE  TO  HOT  1987 


The  intensity  of  activity  during  the  1986  General 
Assembly  session  involving  health  care  issues  was 
greater  than  in  recent  years,  even  though  there 
was  a significant  drop  in  the  total  number  of 
bills  introduced.  Notwithstanding  the  increased 
activity,  the  number  of  significant  legislative 
changes  was  modest.  Several  issues  were  deferred 
to  1987,  and  there  is  every  indication  that  the 
1987  session  will  be  the  most  significant  session 
faced  by  The  Medical  Society  of  Virignia  for  at 
least  a decade. 

Liability:  The  1986  Assembly  produced  no  major 

changes  in  the  malpractice  area.  As  expected,  no 
action  was  taken  on  the  major  malpractice  bill 
introduced  by  Delegate  Woodrum  of  Roanoke.  That 
bill  would  reduce  the  ceiling  on  awards  to  $500,000 
but  give  the  plaintiff  the  right  to  elect  to  have 
the  case  tried  without  the  $500,000  ceiling  but 
with  future  damages  paid  only  as  incurred,  with  all 
damages  being  net  of  any  collateral  source  payments, 
with  a $250,000  cap  on  non-economic  losses,  and 
with  statutory  limits  on  contingency  fees. 
Legislations  introduced  by  the  trial  lawyers  to 
change  the  standard  of  care  in  malpractice  cases 
also  was  carried  over. 

Insurance:  The  availability  and  cost  of  insurance 

has  become  a major  problem  for  all  Virginia 
citizens,  not  just  health  care  providers.  While 
numerous  bills  were  introduced  in  the  1986  session 
addressing  the  problem,  they  all  were  deferred 
pending  the  outcome  of  a legislative  study  to  be 
conducted  prior  to  the  1987  session.  Liability 
insurance,  including  medical  malpractice  insurance, 
will  be  a major  issue  in  1987. 

The  Blues  and  HMOs : The  session  just  ended  also 

witnessed  a number  of  bills  related  to  Blue  Cross/ 
Blue  Shield  plans  and  health  maintenance 
organizations.  Because  of  anti-competitive  concerns, 
the  General  Assembly  gave  the  State  Corporation 
Commission  emergency  authority  to  review  the  proposed 
merger  of  the  Richmond  and  (cont'd  on  page  264) 
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Your  patients  deserve  the  best 
in  specialized  care. 


Richmond  Eye  and  Ear  Hospital  has 
provided  the  best  in  specialized  care  for 
over  30  years... affording  the  physician  con- 
fidence that  his  patients’  needs  for  skilled 
surgery  are  efficiently  and  effectively  met. 
You  and  your  patients  can  rely  on  us  for 
microsurgery  of  the  eye,  ear,  nose,  throat, 
and  hand,  oral  surgery,  and  plastic  recon- 
struction-including cosmetic  surgery. 

Six  operating  rooms  with  sophisticated 
equipment  such  as  a microvitrector,  Cavi- 
tron  7500,  Wild  microscope,  Endolaser  and 
fiber  optics  instrumentation  provide  our 
surgeons  their  specialized  equipment  needs. 

Plastic  Surgery  services  at  Richmond  Eye 
and  Ear  have  been  enhanced  by  addition  of 
suction  lipectomy  and  fixed-fee  schedules 
for  elective,  cosmetic  procedures. 

Ambulatory  Surgery  facilities  provide  the 
surgeon  and  patient  convenience  and  cost- 
efficiency  of  a one-day  stay  with  Nursing 
follow-up  post-surgery.  A step-down  unit 


on  a nursing  floor  affords  out-patients  a 
quiet,  monitored  recovery  area  with  family 
waiting  nearby. 

Richmond  Eye  and  Ear  Hospital  also  is 
proud  of  its  large  Laser  Clinic,  offering 
Argon,  Argon/Krypton,  and  YAG  laser 
treatment. 

An  established  Physician  Referral  Service 
at  Richmond  Eye  and  Ear  Hospital  provides 
physicians  throughout  Central  Virginia 
quick,  reliable  access  to  skilled  surgical 
services  for  their  patients’  special  needs. 
Patients  seeking  professional  care  or  infor- 
mation may  call  directly  to  the  Referral 
Service. 

RICHMOND  EYE 
& EAR  HOSPITAL 

1001  E.  Marshall  Street 
Richmond,  Virginia  23219 
(804)  775-4524 


IHEDJBiTES 


and  Roanoke  plans.  The  Commission  has  since 
approved  the  merger,  apparently  because  of  the 
financial  condition  of  the  Roanoke  plan.  Legislation 
to  permit  the  Blues  to  give  up  their  tax-exempt 
status  in  exchange  for  elimination  of  their  open- 
enrollment  requirement  was  not  adopted;  neither 
was  anti-fraud  legislation  that  was  proposed  by  the 
Richmond  plan. 

HMOs  were  required  to  include  minimum  mental 
health  benefits  as  part  of  their  basic  coverage 
but  were  allowed  to  charge  more  than  nominal  co- 
payments. Legislation  that  would  have  permitted  HMOs 
to  offer  limited  health  care  services  with  selected 
providers  was  defeated. 

Rebuff s /Revelations : Legislation  that  would  allow 

optometrists  to  use  therapeutic  drugs  was  carried 
over  to  1987  when  it  became  clear  that  there  were 
insufficient  committee  votes  for  adoption.  An 
attempt  to  redefine  the  practice  of  clinical 
psychology  also  was  defeated,  and  a compromise  was 
reached  with  the  podiatrists  adjusting  the 
definition  of  the  scope  of  the  practice  of  podiatry. 
Drs.  Charles  McDowell,  William  Johnstone,  William 
Henceroth,  and  John  McLaughlin  were  intensively 
involved  in  this  struggled.  On  a related  note,  the 
General  Assembly  codified  a Board  of  Medicine 
guideline  that  requires  any  health  care  provider 
who  owns  or  has  a financial  interest  in  a facility 
or  person  to  whom  he  makes  referrals  to  disclose 
to  the  patient  that  there  is  such  a relationship 
and  that  the  patient  has  freedom  of  choice. 

A number  of  allied  health  profession  issues 
are  expected  to  arise  again  in  1987,  including  the 
therapeutic  drug  bill  and  legislation  relating  to 
licensure  of  radiation  technicians  and  dieticians. 

Board  of  Med:  Finally,  1986  saw  significant  changes 

in  the  operations  of  the  State  Board  of  Medicine  and 
in  the  Commission  and  Department  of  Health  Regulatory 
Boards.  The  former  changes  resulted  from  The  Medical 
Society  of  Virginia's  special  study  and  included 
increased  reporting  of  problem  physicians,  appointment 
of  a physician  as  full-time  director  of  the  State 
Board,  authorization  for  the  State  Board  to  contract 
with  local  physicians  to  conduct  investigations,  and 
the  addition  of  two  citizen  members  to  the  State 
Board.  The  revisions  in  the  duties  and  responsibilities 
of  the  Commission  and  the  Department  grew  out  of  a 
General  Assembly  study  in  which  Dr.  Charles  Caravati 
played  a key  role.  — Allen  C.  Goolsby  III 
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Short  Course  in  PoGtical  Science 


/ m HIS  has  given  me  a bet- 
^ ■ ter  understanding  of  the 

legislative  process.”  So 
wrote  one  of  the  Medical  Society 
of  Virginia  members  who 
participated  in  Physicians’  Day  at 
the  1986  General  Assembly.  The 
diversified  agenda  was  a major 
factor  in  the  day’s  success,  Dr. 
Henry  B.  Ivey’s  letter  continued. 
He  was  referring  to  the  two-part 
format  devised  by  President 
Charles  M.  Caravati,  Jr., — an 
educational  seminar  in  the 
morning  at  the  Richmond 
Academy  of  Medicine  and,  in  the 
afternoon,  visits  to  legislators  at 
work  in  the  General  Assembly 
Building. 

There  was  praise,  too,  for  Allen 
C.  Goolsby  III,  MSV  counsel, 


who  conducted  the  seminar  and 
was  the  chief  speaker.  Virginia’s 
lawmakers  have  come  to  regard 
Goolsby  as  one  of  the  savviest 
lobbyists  at  the  legislature;  his 
rundown  of  pending  health-related 
bills  was  laced  with  inside 
information,  and  the  audience 
lapped  it  up. 

Next  the  80  assembled 
physicians  heard  Owen  B.  Pickett 
(D- Virginia  Beach),  who  sits  on 
the  House  side  of  Virginia’s 
legislature.  He  had  advice  for  the 
listening  physicians  on  how  to 
better  mobilize  their  efforts  to 
influence  legislation.  Take  action 
early,  was  his  message,  by 
focusing  on  the  House  or  Senate 
committee  that  will  consider  the 
measure.  Communicate  more  with 
your  legislators;  particularly, 
Pickett  urged,  register  your 
support  of  positions  taken  by  The 
Medical  Society  of  Virginia. 

Virginia’s  new  attorney  general, 
Mary  Sue  Terry,  followed  Pickett 
to  the  rostrum.  She  commended 
MSV  members  for  initiating 
legislation  at  the  General 
Assembly,  citing  the  work  of  the 
Society’s  committee  to  study  the 


MSV  counsel  Allen  Goolsby  (right) 
joshes  Del.  Owen  B.  Pickett  as 
he  introduces  the  legislator 
to  the  Physicians’  Day 
audience. 


state’s  health  regulatory  agencies, 
and  she  emphasized  that  the  doors 
of  her  office  are  wide  open  to 
suggestions  from  the  medical 
community. 

Attorney  General  Terry’s 
departure  signalled  a lively 
question  and  answer  period,  and 
when  the  meeting  adjourned  a 
cluster  of  doctors  stayed  behind  to 
question  Goolsbv  further. 

After  soup  and  sandwiches 
courtesy  of  the  Academy, 
everyone  walked  the  few  blocks 
crosstown  to  the  General 
Assembly  Building.  There  the 
visiting  doctors  could  attend 
House  or  Senate  committees 
holding  public  hearings  or  call  on 
their  legislators  in  their  offices. 

More  pictures  appear  on  the 
next  two  pages.  — A.G. 
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A Dr.  Walter  Lawrence,  Jr.  (right),  confers  with 
Sen.  Madison  E.  Marye  (D-Shawsville)  before 
the  Senate  Courts  of  Justice  Committee’s  hearings 
on  Marye’s  bill  to  ban  the  sale  of  tobacco  products 
to  teen-agers. 


▼ Hallway  caucus:  left  to  right, 

Dr.  J.  Latane  Ware,  president, 
Richmond  Academy  of  Medicine; 

Dr.  Harry  W.  Royal,  past  president, 
Old  Dominion  Medical  Society; 

Dr.  Samuel  B.  Hunter; 

Dr.  Adul  Jamaludeen;  and 
Dr.  Harold  T.  Green,  Jr. 
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► Two  Physicians’  Day  participants 
visit  the  Capitol  Courtesy  Medical 
Station,  which  offered  free  medical 
care  each  weekday  of  the  Assembly’s 
session.  From  left,  Dr.  Henry  H. 
Wilson,  Jr.;  Dr.  Charles  Sowder 
on  duty;  Dr.  William  W.  Regan;  and 
Charlotte  Santomissimo,  RN  on  duty. 
Located  oflF  a bustling  first-floor 
hallway  of  the  General  Assembly 
Building,  the  station  drew  15-20 
patients  a day.  Colds,  sore  throats, 
and  earaches  were  the  chief 
complaints,  and  a lot  of  good  will 
was  dispensed  with  the  treatment. 
The  station  was  supported  jointly 
by  the  Richmond  Academy,  Medical 
Society  of  Virginia,  Medical  College 
of  Virginia,  and  nine  community 
hospitals.  Dr.  Sam  Barton  performed 
miracles  of  recruitment  and 
scheduling  to  staff  the  station. 


Photographs  by  Reggie  Jenku 


SPECIAL  REPORT 


VaMPAC:  New  Rapport  Pays  Off  at  Assembly 


The  Virginia  Medical  Political  Action  Commit- 
tee, or  VaMPAC,  is  the  political  arm  of  The  Medi- 
cal Society  of  Virginia.  This  special  report  de- 
scribes the  committee’s  accomplishments  during 
the  past  year. 

At  the  General  Assembly  this  year,  VaMPAC 
helped  to  stop  a bill  which  would  allow  op- 
tometrists to  use  therapeutic  drugs  and  change  a bill 
which  would  have  allowed  podiatrists  to  operate  up 
to  the  knee. 

The  instrumental  role  VaMPAC  played  in  defeat- 
ing the  optometric  bill  was  noted  by  all.  This 
dangerous  piece  of  legislation  would  have  allowed 
optometrists  to  practice  medicine  by  giving  them 
the  legal  authority  to  treat  eye  diseases  ranging 
from  conjunctivitis  (which  is  often  treated  by  family 
practitioners)  to  glaucoma.  The  threat  to  the  public 
was  severe. 

In  a letter  sent  to  all  members  of  the  Virginia 
Society  of  Ophthalmology  following  defeat  of  the 
bill,  Dr.  Kenneth  Tuck,  president  of  that  society, 
wrote:  “VaMPAC’ s assistance  was  crucial  to  the 
bill’s  defeat. ’’We  did  these  things  because,  this  year 
for  the  first  VaMPAC  teamed  with  the  hard- 
working MSV  lobbying  staff  at  the  General  Assem- 
bly. We  did  make  a difference,  and  I want  every 
physician  who  is  a member  of  The  Medical  Society 
of  Virginia  to  know  about  it. 

All  too  often  in  the  past  physicians  have  sat  on 
the  sidelines  watching  the  steady  encroachment  of 
government  into  our  practices  and  the  US  health 
care  system.  But  VaMPAC  has  been  there,  working 
away,  helping  to  put  into  office  elected  officials — 
both  Democrats  and  Republicans — who  understand 
medicine’s  problems. 

Of  course  we  cannot  expect  any  elected  official  to 
agree  with  us  100%  of  the  time.  We  don’t  agree  with 
each  other  that  often!  But  VaMPAC ’s  goal  is  to 
contribute  time  and  money  to  campaigns  of  candi- 
dates who  will  be  willing  to  work  with  us  to  find 
responsible  solutions  to  problems  facing  medicine 


today.  With  Gramm-Rudman-Hollings  and  other 
austerity  measures  at  all  levels  of  government,  it’s 
crucial  that  medicine  have  an  input.  That’s  what 
VaMPAC ’s  all  about. 

We’ve  seen  how  many  elected  officials  view  the 
medical  profession.  The  videotape  of  Congressman 
Rostenkowski  discussing  mandatory  assignment  on 
the  floor  of  the  US  House  of  Representatives  said  it 
all.  VaMPAC  has  worked  closely  with  our  congres- 
sional delegation  and  has  contributed  time  and 
money  to  many  of  their  campaigns. 

On  the  state  level  we  also  have  been  very  in- 
volved. Last  year  alone  we  contributed  over 
$100,000  to  83  campaigns — both  Democratic  and 
Republican.  And  our  members  have  worked  hard  to 
develop  good  lines  of  communication  with  our 
elected  officials.  Now,  with  VaMPAC’s  entry  into 
the  General  Assembly  activities  this  year,  we’ve 
seen  how  important  those  lines  of  communication 
can  be. 

MSV  member  Clancy  Holland,  MD  (D-Virginia 
Beach),  a respected  member  of  the  Senate,  said  to 
me,  “I’m  certainly  glad  that  VaMPAC  decided  to 
work  with  the  General  Assembly  this  year.  Doug 
Douglas,  your  executive  director,  and  the  VaMPAC 
members  know  how  to  work  with  these  elected 
officials.  The  rapport  is  a solid  one.  VaMPAC  is  an 
important  ingredient  in  helping  MSV’s  lobbying 
team  present  medicine’s  side  of  the  story.’’ 

Many  other  delegates  and  senators  have  also 
watched  the  progress  of  the  medical  issues  in  the 
General  Assembly  for  years.  This  year,  after  seeing 
the  MSV  team  work  together  to  defeat  the  optome- 
try bill  and  amend  the  podiatry  bill,  they’re  shaking 
their  heads  and  asking,  What  happened?  They’re 
telling  me  that  it  really  made  a difference  to  have 
VaMPAC  involved.  They  say  VaMPAC’s  presence 
helped  to  reinforce  what  our  lobbyists  have  been 
telling  them  all  along — our  members  back  home 
know  and  are  interested  in  what  happens  here. 

As  chairman  of  VaMPAC,  it’s  a pleasure  for  me 
to  brag  a bit  on  our  most  recent  success.  But  the 
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facts  speak  for  themselves.  VaMPAC  has  become 
an  important  factor  in  Virginia’s  efforts  to  help 
safeguard  our  profession.  Over  the  years  we’ve 
acquired  a hard-earned  reputation  for  effectiveness 
that  is  beginning  to  pay  off.  We  have  a working 
relationship  with  elected  officials  of  both  parties  at 
the  state  and  federal  levels  of  government. 

VaMPAC  works.  And  almost  all  of  the  pieces  are 
in  place  for  our  best  two  years  yet — important 
years,  I might  add — with  congressional  seats  up  this 
year  and  all  state  senators  and  delegates  up  in  1987. 

I say  almost  all  of  the  pieces  are  in  place.  The 
missing  ingredient  is  every  MSV  member  who  is  not 
now  a member  of  VaMPAC.  The  larger  VaMPAC 
becomes,  the  more  effective  it  will  be. 


Those  physicians  who  are  members  of  VaMPAC 
believe  it’s  important  for  medicine  to  have  a strong 
presence  when  such  issues  as  professional  liability/ 
tort  reform,  physician-payment  systems,  certificate 
of  need,  and  the  State  Board  of  Medicine  are 
discussed  in  Congress  and  the  General  Assembly. 
They  understand  the  importance  of  VaMPAC. 

I urge  every  member  of  The  Medical  Society  of 
Virginia  who  agrees  with  me  that  the  very  structure 
of  our  current  system  of  health  care  is  at  stake  to 
join  the  growing  ranks  of  physicians  who  are  sup- 
porting VaMPAC.  It’s  a small  price  to  pay  for 
something  this  important. 

Gerald  C.  Burnett,  MD, 
Chairman,  VaMPAC 


YES. 

Enroll  me  in  VaMPAC  now. 

□ Sustaining  membership  $100. 

□ PAC  250  membership  (includes  spouse)  $250. 

( Both  include  annual  membership  in  AMP  AC.) 


Name 


Enclose  check 
and  mail  to: 

Gerald  C.  Burnett,  MD, 
Chairman,  VaMPAC 
4205  Dover  Road 
Richmond  VA  23221 


Spouse’s  name  

Address 

City Zip 
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ACHE 


THE  FOLLOWING 
PAIN  SYNDROMES 
MAY  BE  SUCCESSFULLY 
ALLEVIATED  BY  THE 
DYNEX II  NEUROSTIMULATOR: 

• Systemic  Pain: 

Rheumatoid  & Osteoarthritis 
Causalgia  Multiple  Schlerosis 
Cancer  Pain  Raynaud's  Syndrome 
Phantom  Limb  Pain 

• Back  Pain: 

Lumbar  Spine  Pain  Thoracic  Pain 
Intercostal  Neuralgia  Coccydynia 
Radicular  Pain 

• Lower  Extremities: 

Sciatica  Buttock  Pain  Knee  Pain 
Tendinitis  Thrombophlebitis 
Sports  Injuries 

• Upper  Extremities: 

Sub-deltoid  Bursitis  Sprains  & Strains 
Lateral  Epicondylitis  Wrist  or  Hand  Pain 


E 


ach  year,  the  DYNEX  II  Neuro- 
stimulator relieves  the  aches 


and  agonies  of  thousands  upon 
thousands  of  people  who  suffer  from 
chronic  pain. 

Intrinsically  safe,  it  helps  many 
avoid  the  unwanted  side  effects  asso- 
ciated with  long-term  narcotics  usage, 
including  drowsiness  and  nausea. 

Completely  portable,  it  enables 
patients  to  stay  active,  allowing  them 
to  go  anywhere,  anytime,  with  pain- 
free  peace  of  mind. 

The  DYNEX  II  Neurostimulator,  ser- 
vice and  a complete  line  of  cost- 

i effective,  proven 

TENS  accessories, 

Pain  Management  System  Can  be  found  at: 


:j  > 


TENS 

of  Virginia,  Inc. 


1214  Westover  Hills  Boulevard,  Suite  101 
Richmond,  Virginia  23225 
1-800-322-TENS  • 804-232-2000 


• Head  & Neck  Pain 

• Muscle  Contraction  Headaches 

• Abdominal  Surgery 

• Dental  Surgery 

• Labor  & Delivery 


TENS  OF  VIRGINIA,  INC.  is  the 
professional  TENS  dealer.  We  are 

ready  to  provide  you  with  the  most  up  to 
date  equipment,  information  and  in-service 
programs. 


1 -800-322-TENS 
804-232-2000 


We  subscribe  to  the  Code  of  Ethics  as  set 
forth  by  the  Medical  Electronics  Dealers 
Association. 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Svstems  at 
800-24T4780. 


n YES!  i would  like  more  information  on  MPM  1000 

My  interests  are:  _ Immediate  C Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  _ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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Cardiac  Transplants  in  Virginia: 
Progress  Report 

Andrea  Hastillo,  MD,  Szabolcs  Szentpetery,  MD, 
James  A.  Thompson,  MD,  Richard  R.  Lower,  MD,  and 
Michael  L.  Hess,  MD,  Richmond,  Virginia 


In  the  17  years  since  a heart  transplant  was  first  performed  at  the  Medical 
College  of  Virginia  Hospitals,  advances  in  technique  and  management  have 
lowered  the  three-month  mortality  rate  from  69%  to  16%.  Hypertension  and 
renal  complications  associated  with  immunosuppression  remain  a problem, 
as  does  accelerated  coronary  athrosclerosis.  For  many  transplant  patients 
financial  coverage  is  not  available,  and  for  all,  the  long  wait  time  for  a donor 
heart  is  a crucial  obstacle. 


Cardiac  transplantation  in  1986  is  considered 
a reasonable,  therapeutic  modality  for  the 
treatment  of  endstage  myocardial  failure.  The  valid- 
ity of  this  statement  can  be  seen  from  the  marked 
improvement  in  both  short-  and  long-term  survival, 
the  acceptance  of  cardiac  transplantation  by  numer- 
ous third-party  insurance  carriers,  and  the  signifi- 

From  the  Departments  of  Medicine  and  Surgery,  Medi- 
cal College  of  Virginia/ Virginia  Commonwealth  Universi- 
ty and  McGuire  Veterans  Administration  Medical  Center. 
Address  correspondence  to  Dr.  Hess  at  Box  281,  MCV 
Station,  Richmond  VA  23298. 

Supported  in  part  by  Grant  RR00065  from  the  National 
Institutes  of  Heatlh  to  the  Chemical  Research  Center  of 
the  Medical  College  of  Virginia. 


cant  increase  in  the  number  of  centers  performing 
cardiac  transplantation  in  the  United  States  today. 
In  the  past  six  years  the  number  of  centers  perform- 
ing cardiac  transplantation  has  grown  from  six  to 
well  over  80,  including  several  large  community 
hospitals.  This  phenomenal  growth  and  develop- 
ment in  the  field  has  been  attributed  to  better 
patient  selection,  improved  management  protocols, 
and  improved  immunosuppression.  With  these  im- 
provements, it  is  now  anticipated  that  cardiac  trans- 
plantation should  carry  an  85%-90%  one-year  sur- 
vival rate  and  a 50%  five-year  survival  rate. 
However,  it  must  be  remembered  that  these  prom- 
ising results  are  the  result  of  many  years  of  hard  and 
difficult  work  performed  by  several  centers  in  the 
United  States  and  England.  The  Medical  College  of 
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Virginia  Cardiac  Transplantation  Program  has  been 
an  integral  part  of  this  growth  and  development  and 
has  made  significant  contributions  to  the  optimistic 
approach  that  surrounds  cardiac  transplantation 
today. 

In  the  following  discussion,  we  present  an  histori- 
cal perspective  of  cardiac  transplantation  at  the 
Medical  College  of  Virginia  and  point  out  the  hard- 
learned  lessons  that  now  make  cardiac  transplanta- 
tion an  acceptable  therapeutic  modality. 

1968-1977:  The  Early  Years 

By  the  early  1960s,  the  surgical  technique  of 
orthotopic  cardiac  transplantation  had  been  well 
worked  out  in  the  cardiac  surgical  research  labora- 
tory at  Stanford  University  by  Drs.  Richard  R. 
Lower  and  Norman  Shumway.1  In  his  autobiogra- 
phy, Dr.  Christian  Barnard  states  that  in  1967  he 
spent  six  months  in  the  surgical  research  labora- 
tories of  the  Medical  College  of  Virginia  and  six 
months  at  Stanford  University.  He  returned  to 
South  Africa  in  December  of  1967  and  performed 
the  first  human  heart  transplant  utilizing  the  Lower- 
Shumway  procedure.  In  1968,  multiple  centers  in 
both  the  United  States  and  Europe,  including  the 
Medical  College  of  Virginia,  performed  this  proce- 
dure but  initially  with  very  poor  results.  Between 
1968  and  1976,  the  Medical  College  of  Virginia 
performed  only  13  cases  of  orthotopic  cardiac  trans- 
plantation. The  initial  three-month  mortality  rate 
was  extremely  high  at  69%  (9/13)  due  to  infection, 
rejection,  or  a combination  of  the  two.  There  were 
only  three  long-term  survivors.  Two  of  these  pa- 
tients developed  progressive  coronary  artery  ath- 
erosclerosis and  died  of  recurrent,  painless,  myo- 
cardial infarction.  (The  transplanted  human  heart  is 
denervated,  thus  these  patients  cannot  perceive 
angina  or  myocardial  infarction).  One  of  these  origi- 
nal patients  is  currently  alive  and  well  13  years  post- 
transplantation, with  no  evidence  of  myocardial 
failure  or  coronary  artery  disease. 

Even  though  these  initial  results  were  disappoint- 
ing, they  pointed  out  some  very  valuable  lessons 
and  problems  to  be  solved.  First,  the  small  number 
of  cases  performed  was  due  to  a limitation  of 
donors,  who  at  this  time  had  to  actually  be  present 
at  MCV.  Second,  better  immunosuppressive  proto- 
cols would  have  to  be  developed  in  order  to  de- 
crease the  frequency  and  severity  of  the  rejection 
episodes.  Third,  expert  infectious  disease  capability 
was  an  absolute  necessity  for  successful  transplan- 
tation. Finally,  as  two  long-term  survivors  dem- 
onstrated, the  transplanted,  human  heart  was  at 
jeopardy  of  developing  accelerated  coronary  ath- 


erosclerosis that  could  rapidly  progress  to  acute 
myocardial  infarction  and  all  of  its  sequelae.  Thus, 
although  our  initial  results  were  disappointing,  our 
experience  pointed  out  the  problems  and  the  direc- 
tions that  had  to  be  followed  in  order  to  successfully 
accomplish  our  goal. 

1977-1982:  Transport  and  Immunosuppression 

Beginning  in  1977,  three  changes  were  made  in 
the  MCV  program  that  led  to  a significant  expan- 
sion of  the  program  and  improved  results.  These 
were  long-distance  transport  of  the  donor  heart  and 
the  routine  use  of  right  ventricular  endomyocardial 
biopsy,  rabbit  antithymocyte  globulin  for  the  diag- 
nosis and  treatment  of  rejection. 

Long  distance  transport  of  the  donor  heart  made 
use  of  the  earlier  laboratory  work  of  Lower  et  al,2 
who  demonstrated  that  the  canine  heart  could  be 
preserved  for  up  to  seven  hours  in  saline  at  4°C. 
Using  this  concept,  a donor  heart  can  be  identified 
in  a distant  city  and  the  MCV  surgeons  and  procure- 
ment team  will  then  fly  to  the  donor’s  hospital, 
perform  the  cardiectomy  and  return  to  Richmond, 
keeping  the  total  ischemic  time  under  four  hours’ 
duration.  This  method  of  donor  organ  procurement 
has  been  exclusively  utilized,  except  for  the  occa- 
sional local  donor,  since  1977  with  great  success 
and  is  now  the  method  of  choice  for  obtaining  donor 
hearts  throughout  the  world.3,4 

Rabbit  antithymocyte  globulin  (ATG)  is  the  7-S 
gammaglobulin  fraction  of  rabbits  that  have  been 
immunized  with  human  T-lymphocytes  obtained 
from  pediatric  patients  at  the  time  of  thoracotomy. 
This  immunosuppressive  drug  makes  use  of  the 
concept  that  the  thymus-derived  lymphocyte  plays 
a major  pivotable  role  in  cell-mediated  rejection  of 
transplanted  organs.5  The  addition  of  ATG,  togeth- 
er with  the  routine  use  of  right  ventricular  endo- 
myocardial biopsy  for  the  documentation  of  acute 
cell-mediated  cardiac  allograft  rejection,6  signifi- 
cantly improved  the  diagnosis  and  treatment  of 
rejection. 

Between  1977  and  1982,  37  cases  were  performed 
at  the  MCV  hospitals.  The  three-month  mortality 
rate  had  decreased  to  37%  and  one-year  survival 
rates  had  increased  to  46%.  In  November  1980,  the 
McGuire  Veterans  Administration  Hospital  in  Rich- 
mond received  approval  to  be  the  only  VA  hospital 
to  perform  cardiac  transplantation.  By  expanding 
the  immunosuppressive  protocols  developed  since 
1977  and  utilizing  the  same  long-distance  procure- 
ment teams  and  rabbit  antithymocyte  globulin,  they 
performed  13  cases  of  cardiac  transplantation  with 
equally  promising  results.  The  now  combined 


VOLUME  113 


VIRGINIA  MEDICAL/MAY  1986 


289 


Table  1.  Combined  Medical  College  of  Virginia/ 
McGuire  Veterans  Administration  Hospitals 
Cardiac  Transplantation  Program,  1983-1985. 


1983-1984 

Prospective  trial  of  conventional  versus 
cyclosporine/prednisone  immunosuppression 

MCV  McGuire  VA 

Total  cases  13  29 

Three-month  mortality  15%  (2/13)  31%  (9/29) 

One-year  survival  77%  (10/13)  62%  (18/29) 

1985 

Cyclosporine  with  azathioprine  and/or 
prednisone  modifications 


Total  cases  14  19 

Three-month  mortality  0(0/14)  11%  (2/19) 

Combined  Results  1983-1985 

Total  cases  75 

Three-month  mortality  16%  (13/75) 

One-year  survival  (based  on  ’83-’84  data)  68%  (28/42) 


MCV/VA  programs  performed  50  cases  between 
1977  and  1982  with  a three-month  mortality  rate  of 
34%,  still  due  chiefly  to  infection  and  rejection.  This 
represents  a significant  improvement  over  the  pre- 
vious era’s  three-month  mortality  rate  of  69%. 
Further,  by  1982  one-year  survival  rates  were  ap- 
proaching 50%,  compared  to  the  previous  number 
of  23%. 

1983-1985:  Cyclosporine 

By  mid-1982,  the  new  and  unique  immunosup- 
pressive agent  for  use  in  cardiac  transplantation, 
cyclosporine  was  being  evaluated  in  the  United 
States.7,8  This  drug  held  the  potential  to  be  a 
significant  improvement  in  immunosuppressive 
therapy;  however,  it  was  soon  recognized  that  long- 
term use  of  this  drug  was  associated  with  acute  and 
chronic  renal  failure,  hypertension  and  the  potential 
for  lymphomas.  Based  on  this  information,  the 
Medical  College  of  Virginia  Cardiac  Transplanta- 
tion Program  decided  to  attempt  a prospective 
study  of  cyclosporine  plus  prednisone  immunosup- 
pression versus  our  “conventional”  protocol  (pred- 
nisone/azathioprine/rabbit  ATG),  with  the  addition 
of  preoperative  transfusions  which  our  colleagues 
in  renal  transplantation  had  found  to  significantly 
improve  kidney  graft  survival.9  Between  1983  and 
1984,  the  combined  MCV/VA  program  performed  a 
total  of  17  cases  utilizing  the  conventional  protocol 
with  preoperative  transfusion.  On  this  protocol, 
three-month  mortality  rate  decreased  to  24%  and 
one-year  survival  rate  increased  to  71%.  However, 
four  of  the  original  17  cases  begun  on  the  conven- 


tional protocol  had  to  have  cyclosporine  added  to 
their  conventional  regimen  because  of  ongoing, 
severe  rejection. 

In  contrast,  during  this  same  time  frame  42  cases 
were  performed  on  a cyclosporine  + prednisone 
protocol  (Table  1).  In  the  combined  MCV/VA  pro- 
gram, this  protocol  yielded  a three-month  mortality 
rate  of  25%  and  a one-year  survival  rate  of  68%. 
Although  these  statistics  are  not  greatly  different 
from  those  in  our  conventional/pre-transfusion  pro- 
tocol, several  significant  differences  did  emerge. 
The  conventional/pre-transfusion  protocol  required 
four  to  six  weeks  of  patient  preparation  with  the 
transfusions;  in  dealing  with  patients  with  severe 
NYHA  Class  IV  heart  failure,  this  became  extreme- 
ly difficult  to  accomplish.  In  addition,  the  severity 
of  rejection  continued  to  be  a problem,  and  total 
initial  hospital  stay  remained  in  the  10-14  week 
range.  In  contrast,  on  the  cyclosporine  + predni- 
sone protocol,  there  was  no  prolonged  patient  prep- 
aration, and  we  could  more  rapidly  proceed  with 
cardiac  transplantation.  In  addition,  the  severity  of 
rejection  is  thought  to  be  reduced  with  cyclosporine 
immunosuppression,  and  the  initial  hospital  stay 
has  been  decreased  to  the  range  of  four  to  six 
weeks. 

Although  we  have  observed  the  majority  of  our 
patients  developing  acute  renal  failure,  only  two  of 
the  43  cases  have  required  hemodialysis.  No 
cases  of  lymphoma  have  been  identified  in  the 
combined  MCV/VA  program.  We  unsuccessfully 
attempted  transplantation  on  two  patients  who  were 
hemodynamically  unstable  on  an  intraaortic  balloon 
counterpulsation  pump;  we  now  consider  this  an 
absolute  contraindication  to  attempted  cardiac 
transplantation.  Low-grade  but  progressive  chronic 
renal  insufficiency  and  hypertension  appear  to  be  an 
integral  part  of  cardiac  transplantation  using  cyclo- 
sporine immunosuppression,  and  it  is  our  current 
feeling  that  many  of  these  patients  will  have  to  be 
switched  back  to  a prednisone-azathioprine  proto- 
col after  24-36  months  of  cyclosporine  therapy. 

As  a result  of  this  experience  with  cyclosporine, 
in  1985  the  combined  MCV/VA  program  performed 
33  cases  of  cardiac  transplantation  (Table  1),  includ- 
ing one  retransplant  in  a man  who  developed  severe 
coronary  atherosclerosis  7.5  years  following  his 
initial  cardiac  transplantation  procedure.  Our  re- 
sults continue  to  improve,  with  the  three-month 
mortality  rate  now  reduced  to  16%.  We  hope  1986 
will  continue  to  see  a continued  refinement  in  the 
cyclosporine  protocols  to  optimize  immunosup- 
pression while  decreasing  untoward  side  effects. 
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Present  and  Future  Problems 

As  can  be  seen  from  the  previous  discussion,  the 
Medical  College  of  Virginia  Program  and  others, 
especially  Stanford  University7  and  the  University 
of  Pittsburgh,8  have  made  significant  strides  in  the 
field  of  cardiac  transplantation,  especially  in  the 
area  of  postoperative  management  and  long-term 
followup.  Cardiac  transplantation  can  now  be  con- 
sidered a therapeutic  and  not  an  experimental  mo- 
dality. 

There  are  two  long-term  medical  problems  that 
we  must  continue  to  address  in  the  coming  years. 
First,  the  hypertension  and  chronic  renal  insuf- 
fiency  induced  by  cyclosporine  immunosuppres- 
sion.10 This  will  probably  necessitate  many  patients 
being  switched  from  cyclosporine  to  prednisone- 
azathioprine.  These  protocols  are  still  in  develop- 
ment. The  other  major  important  problem  to  be 
addressed  is  the  development  of  accelerated  coro- 
nary atherosclerosis  in  this  patient  population.  This 
problem  is  obviously  compounded  by  the  hyperten- 
sion induced  by  cyclosporine  immunosuppression 
and  remains  an  extremely  difficult  problem  in  the 
area  of  both  prevention  and  management. 

There  are  two  other  major  non-medical  problems 
that  will  impact  on  all  physicians  referring  patients 
for  consideration  for  cardiac  transplantation.  The 
first  of  these  is  financial  coverage.  Currently,  many 
private  insurers  are  extremely  cooperative  and  offer 
coverage  for  cardiac  transplantation,  but  this  is  not 
true  of  state  and  federal  health  insurance  in  the 
Medicare  and  Medicaid  programs.  In  fact,  Medi- 
care still  considers  cardiac  transplantation  experi- 
mental and  will  not  cover  it.  This  has  direct  bearing 
on  those  individuals  who,  because  of  their  heart 
disease,  are  forced  to  apply  for  Social  Security 
disability  compensation.  After  a two-year  waiting 
period,  during  which  their  heart  failure  is  medically 
managed,  these  patients  become  eligible  for  Medi- 
care. At  this  time,  however,  they  are  in  danger  of 
losing  their  private  benefits  and,  as  their  heart 
failure  worsens,  they  do  not  have  Medicare  cover- 
age for  cardiac  transplantation.  This  is  indeed  a 
dilemma,  but  it  does  not  appear  that  this  economic 
policy  is  going  to  change. 

The  second  major  problem  is  one  of  donor  organ 
availability.  In  1980-1981  patient  waiting  time  was 
in  the  range  of  7-14  days.  In  1985  we  could  only  tell 
the  patients  to  expect  an  extended  wait,  with  some 
patients  waiting  up  to  three  months.  This  becomes  a 
major  problem  for  those  patients  with  severe  Class 
IV  heart  failure  who  can  continue  to  deteriorate  and 
who  are  at  danger  of  becoming  a poor  metabolic  and 
nutritional  candidate  for  cardiac  surgery.  These  are 


the  patients  who  have  received  artificial  hearts  as  a 
bridge  to  transplantation,  but  it  must  be  remem- 
bered that  artificial  heart  placement  even  for  short 
periods  of  time  must  still  be  considered  highly 
experimental.  It  is  only  through  educating  the  pub- 
lic, physicians,  and  nurses  that  we  will  be  able  to 
identify  more  donors  and  increase  the  supply  of 
donor  hearts  for  an  expanding  patient  population. 
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POINT  OF  VIEW 


“Medicine  is  a business” 


The  Board  of  Medicine  kindly  invited  me  to  join 
them  for  lunch  at  a recent  business  meeting  and 
I sat  at  a table  with  some  of  the  most  distinguished 
leaders  of  Virginia  medical  affairs.  One  of  these 
gentlemen,  who  is  active  in  the  political  process, 
noted  that  four  years  ago,  a major  litmus  test  for 
determining  support  for  candidates  was  how  that 
candidate  felt  about  legislative  efforts  by  optome- 
trists to  obtain  the  right  to  administer  eyedrops.  I 
remarked  that  it  was  particularly  ironic  to  me  that 
medicine  was  so  fervent  about  this  issue  but  seemed 
not  to  care  at  all  about  a present  law,  presumably 
supported  with  great  fervor  by  the  optometrists, 
that  prevents  ophthalmologists  from  selling  eye- 
glasses directly.  “Optometrists  have  ophthalmolo- 
gists at  a total  competitive  disadvantage,”  I noted. 
Many  of  the  persons  seated  at  that  table  strongly 
disagreed.  “Selling  eyeglasses  is  unprofessional,”  a 
few  replied.  The  sentiment  was  expressed  by  more 
than  one  of  these  gentlemen  that  doctors  should 
only  sell  services,  not  products.  Otherwise,  they 
opined,  there  was  a conflict  of  interest. 

I believe  that  these  physicians  are  out  of  step. 
Medicine  is  a business.  Doctors  practice  medicine 
to  feed  and  shelter  their  families  and  to  obtain  other 
material  benefits  and  necessities.  Of  course,  they 
make  professional  sacrifices  for  the  good  of  their 
profession,  and  the  vast  majority  care  deeply  for 
what  they  do  and  strive  to  do  it  well.  However, 
such  is  the  case  for  lawyers,  accountants,  electri- 
cians, plumbers,  architects  and  any  other  workers 
that  take  pride  in  a job  and  feel  fervently  for  the 
object  of  their  labors. 

I strongly  believe  that  much  of  medicine  has 
stuck  its  head  in  the  sand  as  a vast  health  care 
revolution  has  swirled  around  physicians.  The  cur- 
rent constraints  upon  physicians  are  frightening: 

The  author  is  a member  of  the  Virginia,  District  of 
Columbia,  and  New  York  bars  and  is  counsel  to  the 
Alexandria  Medical  Society.  The  ideas  expressed  in  this 
article  are  his  personal  opinions  and  not  necessarily  those 
of  his  clients.  Address  correspondence  to  him  at  PO  Box 
1417-A44,  Alexandria  VA  22313. 


Doctors  are  told  by  the  peer  review  organization 
what  patients  to  hospitalize  and  for  how  long.  They 
are  pressured  to  release  patients  quickly  yet  are 
liable  to  sanctions  if  they  have  to  rehospitalize  them 
under  certain  conditions.  Medicare  has  commanded 
doctors  not  to  raise  their  rates  and  under  a new 
statute  has  threatened  them  with  jail  if  they  dare  do 
that.  Certain  insurance  companies  tell  doctors  that 
unless  they  blindly  agree  to  the  rates  being  offered, 
the  companies  will  not  accept  assignments  of  bene- 
fits, and  the  doctors  need  to  chase  patients  for 
money.  Hospital  chains  and  insurance  companies 
have  entered  the  practice  of  medicine  under  joint 
ventures  and  alternative  delivery  systems.  Doctors 
have  been  HMOed,  IPAed,  PPOed,  PROed  and 
DRGed.  Their  prices  are  frozen,  their  costs  are 
going  up,  and  they  continue  to  turn  out  more 
doctors  than  are  needed,  thereby  forcing  them- 
selves to  look  at  shrinking  markets.  Fully  trained 
doctors  emerge  from  our  educational  system  thou- 
sands of  dollars  in  debt  and  head  for  the  cities  to 
recoup  their  losses  rather  than  for  the  lesser  popula- 
tion centers  that  need  them.  Malpractice  rates  are 
rising,  and  doctors  are  hiring  personal  lawyers  to 
protect  their  interests  in  malpractice  litigation  from 
their  own  insurance  companies. 

Every  doctor  knows  that  today  money  is  a com- 
ponent part  of  professional  medical  judgment. 

Faced  with  this  economic  squeeze,  there  are  only 
three  alternatives:  Doctors  can  increase  their  mar- 
ket share,  decrease  their  costs  and/or  increase  the 
products  and  services  they  offer.  There  are  legiti- 
mate, ethical  and  professional  ways  to  do  all  three: 
multidisciplinary  clinics,  doctor-owned  alternative 
provider  organizations,  use  of  paraprofessionals 
(who  are  cheaper  than  fellow  physicians  and  do  not 
become  partners),  sale  of  ancillary  products  and 
services,  forcing  the  termination  of  extortionate 
practices  by  certain  insurance  companies,  etc. 

I believe  this  is  the  overwhelming  challenge  to 
medicine  through  the  end  of  this  century.  Unless 
medicine  meets  this  challenge,  medicine  will  be 
owned  by  giant  corporations,  or  the  government,  or 
the  insurance  companies,  or  all  three.  I also  re- 
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spectfully  submit  that  lawyers  can  be  important 
allies  to  medicine  in  these  struggles.  In  Alexandria, 
joint  projects  of  the  Alexandria  Medical  Society  and 
Bar  Association  have,  for  the  past  several  years, 
dealt  with  some  of  these  issues.  I urge  that  this  be 
done  on  a statewide  basis.  I urge  doctors  to  devise 


“The  American 

1 worked  in  Saudi  Arabia  as  a physician  for 
approximately  four  years.  I returned  to  the 
United  States  in  December  1984  and,  after  a six- 
month  sabbatical,  reopened  my  private  practice. 

I felt  like  an  outsider  during  the  many  discussions 
my  colleagues  had  about  HMOs,  malpractice,  the 
economics  of  medicine,  and  the  impact  of  these 
things  on  patient  care.  I also  observed  their  true 
concerns  and  the  enormous  amounts  of  energy  they 
expended  on  what  was  happening.  I’ve  had  time  to 
put  this  in  some  perspective. 

In  Saudi  Arabia  I worked  with  many  physicians 
and  nurses  from  other  nations,  and  I observed  a 
difference  in  the  way  they  handled  their  patients 
from  the  way  Americans  do.  The  socialization  of 
medicine  in  Sweden  and  the  United  Kingdom  has 
had  subtle  effects  on  the  profession  of  medicine  in 
those  nations.  The  physicians’  knowledge  and  skills 
are  acceptable,  but  the  way  they  deliver  their  care  is 
different.  They  are  very  professional,  somewhat 
aloof  and  seldom  touch  or  speak  to  the  patient 
except  in  the  course  of  diagnostic  workup  and 
required  care — my  point  being,  they  give  strictly 
scientific  care  to  the  patient  with  little  of  the  indi- 
vidualized, human,  caring  concern  that  I have 
found  to  be  the  hallmark  of  the  American  physician. 

Their  attitudes  toward  patient  care  are  even  fur- 
ther modified  by  their  salaried  status  in  their  native 
lands.  It  is  acceptable  for  them  to  work  an  eight- 
hour  day,  five  days  a week.  If  a patient  is  in  need  of 
care  outside  the  normal  working  hours,  the  on-call 
physician  always  delivers  that  care.  This  mitigates 
against  continuity  of  care  as  they  do  not  view  their 
patients  in  the  same  compulsive  way  we  do. 

American  patients  have  been  well  educated  re- 
garding their  health  care  over  the  past  five  years. 
Television,  magazines  and  checkout  counter  tab- 
loids have  made  many  of  them  aware  of  the  holistic 
approach  to  health.  This  requires  the  physician’s 
time  as  well  as  practicing  the  art  of  medicine.  This 
approach  is  and  has  been  what  caring  American 


strategies  for  the  ’80s  to  meet  these  challenges  lest 
they  awake  one  day  and  find  that  they  have  lost 
control  over  the  practice  of  medicine  to  the  eco- 
nomic forces  that  have  nothing  less  than  the  total 
control  of  medicine  as  their  goal. 

John  D.  Grad 


art  of  medicine” 

physicians  have  done.  However,  with  the  crunch  of 
new  scientific  data,  treatments,  and  a rapidly 
changing  medical  environment,  we  have  become 
time  constrained  and  as  a result  not  all  patients  are 
satisfied. 

I accept  American  medicine  is  costly.  I accept 
American  medicine  has  room  for  a diversity  of 
delivery  systems.  I accept  that  we  are  sometimes 
tired  and  short  with  our  patients.  I even  accept  that 
we  sometimes  make  mistakes.  But  what  I do  not 
accept  it  that  there  is  a better  health  care  delivery 
system  in  the  world.  Our  science,  our  skills,  and 
especially  the  individualized  caring  concern  of  our 
physicians  makes  us  unique. 

Let  us  use  some  of  our  energies  to  identify  and 
perpetuate  those  things  in  our  practice  of  medicine 
which  set  up  apart.  Our  educational  standards  and 
training  are  one.  If  we  have  too  many  physicians  in 
the  pipeline,  alter  the  mix  and  train  foreign  physi- 
cians who  must  return  home  upon  the  completion  of 
their  training.  Establish  exchange  programs  with 
other  countries  so  American  physicians  can  better 
understand  the  world  health  picture.  Continue  our 
research,  which  provides  more  Nobel  laureates  in 
medicine  than  any  other  nation.  Do  these  and  more. 

American  physicians  are  the  best  trained  and  the 
most  caring  of  any  physicians  in  the  world.  Whatev- 
er else  we  decide  to  do,  I feel  it  is  our  duty  to 
perpetuate  the  American  Art  of  Medicine.  We  must 
continue  to  instill  in  our  medical  school  graduates 
the  individualized,  caring  concern  for  each  patient. 

We  are  the  best  and  it’s  about  time  we  accept  it. 
Not  smugly,  but  with  a humbleness.  We  have 
brought  the  art  and  science  of  medicine  to  a level 
never  before  achieved.  We  have  been  granted  a 
special  knowledge.  Use  some  of  our  energies  to  do 
what  we  do  best,  continue  to  deliver  the  finest 
medical  care  in  the  world. 

Robert  A.  Nash,  MD 

Dr.  Nash  is  in  the  private  practice  of  neurology  at  1705 
First  Colonial  Court,  Virginia  Beach  VA  23454. 
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Transsphenoidal 

Hypophyseetomy: 

An  Unusual 
Complication 

Richard  J.  Grayson,  Jr.,  MD, 
and  Peter  A.  Johnson,  MD, 
Charlottesville  Virginia 

Sublabial  transsphenoidal  hypophyseetomy 
(STH)  has  become  a standard  technique  in  the 
management  of  a variety  of  conditions  requiring 
removal  of  the  pituitary  gland.  The  procedure  has 
proved  to  be  efficacious,  relatively  safe,  and  to  have 
a minimum  of  postoperative  morbidity.  Otolaryngo- 
logic complications  have  included  septal  perfora- 
tion, nasal  collapse,  septal  hematoma,  epistaxis, 
infection,  nasal  tip  deformity,  anesthesia  of  the 
upper  lip  and  gums,  and  cerebrospinal  fluid  rhinorr- 
hea. 

In  the  context  of  a series  of  patients,  we  present 
the  case  of  a complication  not  previously  reported, 
to  our  knowledge,  of  a midline  fracture  of  the  palate 
caused  by  the  Codman  retractor  used  in  STH. 

Series 

Thirty-one  cases  of  sublabial  transsphenoidal  hy- 
pophysectomy  were  performed  at  Roanoke  Memo- 
rial Hospitals  from  1977  to  1984.  The  patients’  ages 
ranged  from  14  to  64  years.  The  diagnosis  was 
pituitary  adenoma  in  28  patients,  empty  sella  syn- 
drome in  two  patients,  and  carcinoma  of  the  breast 
in  one  patient. 

Technique 

All  patients  in  the  series  were  operated  upon  as  a 
combined  otoloaryngologic-neurosurgical  proce- 
dure with  the  otolaryngologist  performing  the  ap- 
proach to  the  front  wall  of  the  sella  turcica  and 
closure  at  the  conclusion  of  the  intrasellar  portion 
of  the  procedure.  Highlights  of  the  technique  are  as 
follows:  the  septal  portion  of  the  operation  is  per- 
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formed  through  the  nose  prior  to  the  sublabial 
incision.  Through  a left  hemitransfixion  incision  a 
caudal  strut  is  created  and  separated  from  the  nasal 
spine.  The  remaining  septal  cartilage  is  either  re- 
moved or  separated  from  its  bony  attachments  and 
deflected  to  the  left.  The  mucosa  is  elevated  all  the 
way  back  to  and  off  of  the  face  of  the  sphenoid.  The 
vomer  and  ethmoid  plates  are  removed  to  provide 
access  to  the  sphenoid  face.  A small  keel  of  bone  is 
left  attached  to  the  front  wall  of  the  sphenoid. 
Sublabial  incision  is  then  made,  completely  expos- 
ing the  nasal  spine  and  pyriform  aperture  of  the 
nose.  The  nasal  spine  and  rim  of  the  pyriform 
aperture  are  rongeured  down  to  the  level  of  the 
floor  of  the  nose.  Remaining  mucosal  attachments 
to  the  floor  of  the  nose  are  dissected  laterally  and 
the  Codman  retractor  is  inserted  with  the  lips 
immediately  adjacent  to  the  front  wall  of  the  sphe- 
noid on  either  side  of  the  keel.  The  retractor  is 
opened  to  afford  maximal  exposure  of  the  sphenoid 
face.  The  front  wall  of  the  sphenoid  is  then  removed 
with  rongeurs  from  the  midline  as  far  laterally  as 
necessary  to  expose  the  posterior  sphenoid  wall  and 
sella  turcica.  The  lateral  wall  of  the  sphenoid  is 
carefully  avoided.  With  microscopic  visualization, 
the  neurosurgical  portion  of  the  procedure  is  then 
performed.  At  the  conclusion  of  this,  the  septal  and 
sublabial  incisions  are  closed  and  light  strip  gauze 
packing  applied. 

Case  Report 

A 15-year-old  Caucasian  female  was  admitted  to 
Roanoke  Memorial  Hospital  on  July  15,  1981,  for 
repeat  surgical  management  of  a pituitary  chromo- 
phobe adenoma.  The  patient  had  previously  under- 
gone a transfrontal  excision  of  this  tumor  in  Sep- 
tember 1980.  Her  admission  CT  scan  demonstrated 
a large  recurrent  intrasellar  tumor  with  questionable 
suprasellar  extension.  Preoperative  otolaryngologic 
examination  was  completely  normal  with  no  contra- 
indications to  sublabial  transseptal  sphenoidostomy 
demonstrated. 

On  July  20,  1981,  the  patient  underwent  a subla- 
bial transsphenoidal  hypohysectomy.  The  approach 
to  the  sella  was  carried  out  in  a routine  fashion 
without  unusual  incident  or  difficulty.  At  the  con- 
clusion of  the  neurosurgical  portion  of  the  proce- 
dure, a separation  of  the  maxilla  was  noted,  extend- 
ing from  the  central  incisor  teeth  posteriorly  into 
the  soft  palate.  Upon  removing  the  Codman  retrac- 
tor, the  fracture  partially  reduced  itself  and  was 
further  reduced  and  stabilized  by  cross  wiring  the 
fragments.  After  several  days  it  was  noted  that 
there  was  a persistent  gap  between  the  central 
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incisor  teeth  and  also  a difference  in  the  level  of  the 
teeth.  She  was  taken  back  to  the  operating  room 
and  placed  in  occlusion  with  upper  and  lower  arch 
bars  and  elastic  bands.  In  addition,  a segment  of  the 
upper  arch  bar  was  removed  in  the  midline  and 
cross  band  traction  was  applied  to  this. 

After  two  weeks,  the  patient  demonstrated  no 
sign  of  improvement  in  the  fracture  alignment.  She 
was  taken  back  to  surgery  at  which  time  an  attempt 
was  made  to  completely  expose  the  fracture  line 
with  a palatal  flap  and  the  space  between  the 
fragments  was  curretted.  Posteriorly,  the  fracture 
extended  laterally  between  the  maxillary  and  pala- 
tine bones  with  possible  extension  into  pterygopala- 
tine and  lateral  maxillary  areas.  She  was  again 
placed  into  intermaxillary  fixation  and  horizontal 
cross  band  traction  of  the  upper  arch  bar. 

After  this  procedure,  the  patient  demonstrated  no 
appreciable  improvement  in  her  fracture  alignment. 
She  persisted  with  a slight  gap  between  the  central 
incisor  teeth  with  the  left  central  incisor  tooth 
slightly  lower  than  the  right.  She  was  referred  for 
orthodontic  management. 

Discussion 

Watson  et  al1  recently  reported  on  denervation 
and  pulp  death  of  anterior  teeth  as  a complication  of 
STH.  Other  authors2,3  have  reported  maxillary  frac- 
tures from  this  procedure.  In  1983  Newmark  et  al4 
gave  the  first  report  of  an  orbital  floor  fracture 
complicating  STH.  The  total  injury  in  this  case  was 
a right  orbital  floor  fracture  with  fracture  of  the 
medial  wall  of  the  right  maxillary  sinus,  and  fracture 
of  the  frontal  process  of  the  right  maxilla.  Newmark 
et  al  attribute  these  fractures  to  forces  generated  by 
one  of  the  nasal  speculi  used  in  the  operation. 

Midline  palatal  separation  during  sublabial 
transsphenoidal  hypophysectomy  has  to  our  knowl- 
edge not  been  previously  reported  in  the  literature. 
Undoubtedly  this  fracture  was  caused  by  the  force 
of  the  Codman  retractor  at  the  lateral  pyriform 
aperture  and/or  the  lateral  nasal  wall.  Though  the 
midline  maxillary  suture  is  normally  closed  by  age 
12  years,  it  can  be  separated  after  this  time.  Oral 
surgeons  have  used  rapid  maxillary  expanders  in 
patients  up  to  their  mid-20s.  In  the  case  of  our 
patient,  the  Codman  retractor  effected  a rapid  max- 
illary expansion  and  it  is  felt  that  her  age  rendered 
her  particularly  susceptible  to  this  complication. 

In  our  hands,  this  fracture  proved  exceedingly 
difficult  to  treat  and  was  never  adequately  reduced. 
It  was  difficult  to  ascertain  the  precise  extent  of  the 
fracture  and  difficult  to  mobilize  the  fragments  and 
bring  them  back  into  normal  position.  It  is  possible 


that  this  represented  an  incomplete  fracture  or 
fulcruming  of  the  segment,  which  may  explain  why 
reduction  was  not  initially  successful. 

We  conclude  that  this  procedure  performed  in 
young  people  carries  a special  risk  and  every  effort 
should  be  made  to  minimize  the  pressure  applied 
through  the  Codman  retractor.  The  reasons  for 
failure  to  completely  correct  this  complication  re- 
main enigmatic  to  us  and  are  deserving  of  further 
attention  and  discussion. 
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Cushing’s  Syndrome 
Due  to  Medullary 
Thyroid  Carcinoma: 
Case  Report 

Harvey  V.  Lankford,  MD,  and 
Emerson  D.  Farley,  Jr.,  MD 
Richmond,  Virginia 

Cushing’s  syndrome  is  one  of  endocrinology’s 
greatest  challenges  and  continues  to  be  both 
baffling  and  instructive  to  physicians.  While  the 
diagnosis  of  hypercortisolism  is  fairly  straightfor- 
ward, trying  to  distinguish  between  the  various 
etiologies  of  the  syndrome  can  be  difficult.  This 
case  involves  such  a situation  and  illustrates  a rare 
cause  of  Cushing’s  syndrome. 

Case  Report 

An  85-year-old  woman  who  was  previously  in 
excellent  health  presented  with  a several  month 
history  of  new  onset  hypokalemia,  edema,  back 
pain  and  proximal  muscle  weakness.  Physical  ex- 
amination revealed  an  alert,  elderly  woman  with 
normal  vital  signs,  moon  facies,  supraclavicular  fat 
padding,  kyphosis  and  severe  proximal  muscle 
weakness. 

Results  of  an  initial  hospitalization  included  CT 
scans  of  the  abdomen  and  pituitary,  which  were 
normal.  Plasma  cortisol  levels  ranged  between  14 
and  44  mcg/dl  (normal  5-25).  Random  plasma 
ACTH  levels  ranged  between  20  and  40  pg/ml 
(normal  0-80).  A baseline  urinary  17-hydroxy  steroid 
(17-OH)  was  elevated  at  22  mg/day.  Baseline  uri- 
nary 17-ketosteroids  (17-KS)  were  upper  normal  12 
mg/day,  and  urinary  free  cortisol  was  elevated  at 
170  mcg/day  (normal  less  than  90).  After  metyra- 
pone,  urinary  17-OH  rose  to  greater  than  50  mg/day 
without  significant  change  in  the  other  urinary 
steroids.  On  the  second  day  of  low  dose  dexametha- 
sone  suppression,  17-OH  was  unchanged  at  22  mg/ 
day,  17-KS  were  16  mg/day,  and  urinary  free  corti- 
sol was  386  mcg/day.  On  the  second  day  of  high 
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dose  dexamethasone  suppression,  17-OH  fell  to  14 
mg/day,  17-KS  fell  to  6 mg/day,  but  urinary  free 
cortisol  was  still  elevated  at  316  mcg/day. 

The  patient  was  later  readmitted  to  the  hospital 
for  further  studies.  A repeat  CT  scan  of  the  pituitary 
with  coronal  views  was  normal.  Selective  venous 
samples  for  ACTH  were  obtained  by  catheteriza- 
tion of  the  inferior  vena  cava,  right  atrium,  left  and 
right  internal  jugular  veins,  left  and  right  inferior 
thyroidal  veins,  left  and  right  petrosal  sinuses  along 
with  simultaneously  obtained  peripheral  vein  sam- 
ples for  ACTH.  A rock-hard  thyroid  nodule  was 
found  and  evaluated  on  the  same  day  with  fine 
needle  aspiration  biopsy.  The  pathological  speci- 
men was  later  reported  to  show  medullary  carcino- 
ma with  small  amounts  of  amyloid.  Plasma  calcito- 
nin was  later  reported  as  greatly  elevated  to  19,500 
pg/ml  (normal  less  than  425).  All  ACTH  levels  from 
the  selective  catheterization  were  also  later  report- 
ed and  were  in  the  “normal”  range  with  no  gradient 
coming  from  any  source. 

The  patient  was  taken  to  surgery  with  the  knowl- 
edge that  some  medullary  thyroid  carcinomas  se- 
crete ACTH  or  corticotropin  releasing  factor 
(CRF),  and  that  this  might  be  the  cause  of  her 
Cushing’s  syndrome.1  At  surgery,  medullary  carci- 
noma of  the  thyroid  was  found  involving  the  entire 
right  lobe  of  the  gland.  Both  venous  and  arterial 
vessels  in  the  lobe  were  occluded  with  tumor, 
although  no  distant  sites  of  metastases  were  found 
at  surgery  or  with  other  clinical  studies.  A small 
area  of  tumor  was  not  removed  because  of  its 
proximity  to  the  laryngeal  nerve.  Postoperatively 
her  course  was  complicated  by  atelectasis  and  a rib 
fracture  which,  along  with  her  previous  lumbar 
vertebral  compression  fractures,  continued  to  be  an 
osteoporotic  complication  of  the  Cushing’s  syn- 
drome. Vitamin  D and  calcium  supplements  were 
given.  She  was  not  given  replacement  steroids  and 
suffered  no  steroid  withdrawal  symptoms.  Six 
month  followup  postoperatively  has  revealed  con- 
tinuously normal  urine  and  plasma  cortisol  levels 
and  high  normal  plasma  calcitonin  levels. 

/ 

Discussion 

This  case  illustrates  many  of  the  problems  inher- 
ent in  the  evaluation  and  treatment  of  patients  with 
Cushing’s  syndrome.  Our  patient’s  clinical  manifes- 
tations of  the  syndrome  were  rather  obvious  and 
quickly  led  to  the  proper  studies,  which  showed 
excess  cortisol.  However,  using  the  standard  crite- 
ria,2 the  cause  of  her  Cushing’s  syndrome  was  not 
apparent.  This  sequence  of  studies  involves  the 
manipulation  of  the  pituitary-adrenal  axis  and  relies 
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on  differing  hormonal  responses,  depending  on 
whether  the  patient  has  pituitary  Cushing’s  disease, 
adrenal  carcinoma,  adrenal  adenoma,  bilateral  nod- 
ular adrenal  hyperplasia,  or  ectopic  ACTH. 

The  first  step  is  to  obtain  random  plasma  cortisol 
and  ACTH  levels.  Plasma  cortisol  levels  fluctuate 
but  as  a general  rule  are  moderately  elevated  with- 
out diurnal  variation  in  patients  with  pituitary  Cush- 
ing’s disease  and  are  much  higher  in  patients  with 
ectopic  secretion  of  ACTH.  Plasma  ACTH  also 
fluctuates  but,  as  a general  rule,  it  is  suppressed  to 
near  zero  in  patients  with  adrenal  tumors,  “nor- 
mal” in  patients  with  pituitary  Cushing’s  disease,  or 
“normal”  or  elevated  in  patients  with  ectopic  se- 
cretion of  ACTH. 

The  next  step  in  the  study  is  the  dexamethasone 
suppression  test,  and  “overnight”  1 mg  dexametha- 
sone suppression  test  normally  lowers  the  next 
morning’s  plasma  cortisol  to  a low  level.  However, 
various  criteria  exist  for  this  low  level  and  range 
anywhere  from  3 to  10  mcg/dl.  Furthermore,  there 
are  a large  number  of  conditions  which  interfere 
with  normal  suppression.  The  next  step  is  the  low 
dose  dexamethasone  suppression  test  with  .5  mg 
every  six  hours  for  two  days.  A normal  response  is 
suppression  of  the  urinary  17-OH  to  less  than  3 to  4 
mg/day  or  suppression  of  urinary  free  cortisol  to 
nearly  unmeasurable  levels.  Patients  with  any  type 
of  Cushing’s  syndrome  fail  to  have  much  response. 
Next  is  the  high  dose  dexamethasone  suppression 
test  with  2 mg  every  six  hours  for  two  days.  On  the 
second  day,  urinary  steroid  studies  are  usually 
suppressed  by  40%  or  more  in  most  patients  with 
pituitary  Cushing’s  disease.  In  all  the  other  causes 
of  Cushing’s  syndrome,  there  is  generally  no  signifi- 
cant or  reproducible  response. 

The  last  step  is  the  administration  of  metyrapone 
750  mg  every  four  hours  for  six  doses.  In  patients 
with  a pituitary  source  of  ACTH,  the  blockage  of 
adrenal  cortisol  production  by  metyrapone  results 
in  a feedback  stimulation  of  ACTH  from  the  pitu- 
itary tumor.  This  causes  further  stimulation  of  the 
adrenal  gland  and  hence  a supranormal  production 
of  the  17-OH  precursors  of  cortisol.  Patients  with 
adrenal  tumors  may  have  a fall  in  17-OH  production 
after  metyrapone  whereas  patients  with  ectopic 
ACTH  usually  have  no  response. 

There  is  considerable  overlap  in  the  results  of 
these  studies  in  our  patient  and  in  many  patients 
with  the  various  forms  of  Cushing’s  syndrome.3 
Numerous  exceptions  to  the  dexamethasone  sup- 
pression rules  have  existed  since  the  first  reports  in 
1960.  Examples  include  patients  with  pituitary 
Cushing’s  disease  who  fail  to  suppress  with  even 


massive  doses  of  dexamethasone,4  patients  with 
bizarre  or  cyclical  secretory  patterns  of  ACTH  and 
cortisol,  and  even  the  paradoxical  secretion  of 
ACTH  after  the  administration  of  dexametha- 
sone.5’6 In  our  patient,  however,  the  failure  to 
suppress  with  high  dose  dexamethasone  did  cor- 
rectly suggest  a nonpituitary  cause  of  her  Cushing’s 
syndrome.  While  the  metyrapone  test  is  one  of  the 
most  useful  studies  and  a supranormal  response 
indicates  pituitary  Cushing’s  disease,  it  was  not  the 
case  here  and  in  many  others.  Our  patient’s  plasma 
ACTH  levels  and  selective  venous  catheterization 
results  were  also  of  no  use.  Since  ACTH  is  some- 
times secreted  in  paroxysms,  it  is  possible  that  she 
was  catheterized  during  a relatively  silent  period  of 
secretion.  More  likely,  there  was  improper  handling 
of  laboratory  specimens  or  perhaps  a biologically 
active  ACTH  substance  that  was  not  immunoassay- 
able  by  our  available  commercial  methods.  Lastly, 
CRF  secretion  by  her  thyroid  tumor  might  explain 
both  the  catheterization  results  and  the  pituitary’s 
hypersecretory  response  to  metyrapone. 

Because  of  our  patient’s  age  and  the  conflicting 
laboratory  studies,  it  was  thought  that  an  occult 
carcinoma  secreting  ACTH  or  CRF-like  hormone 
was  more  likely  than  pituitary  Cushing’s  disease.  It 
was  decided  to  proceed  clinically  with  the  thyroid- 
ectomy since  medullary  carcinoma  of  the  thyroid  is 
known  to  occasionally  cause  Cushing’s  syndrome. 
Fortunately,  it  appears  by  postoperative  steroid 
studies  that  her  Cushing’s  syndrome  was  put  into 
remission  by  the  thyroidectomy.  Her  lack  of  steroid 
requirement  postoperatively  could  be  due  to  several 
possibilities.  First,  it  was  known  at  surgery  that 
some  malignant  thyroid  tissue  was  left  behind  in 
order  to  preserve  laryngeal  nerve  integrity.  This 
remnant  could  have  been  sufficient  to  have  prevent- 
ed hypoadrenalism.  Secondly,  if  her  ectopic  ACTH 
was,  in  fact,  actually  ectopic  CRF,  then  perhaps  her 
pituitary  never  became  suppressed  anyway.  Since 
there  are  numerous  pathways  for  CRF  coming  from 
normal  sites  in  the  brain,  this  latter  possibility  may 
certainly  exist. 

Perhaps  the  best  way  to  sum  up  the  technical 
difficulties  in  interpreting  Cushing’s  syndrome  with 
confusing  and  extensive  laboratory  studies  is  to 
repeat  an  old  adage,  familiar  to  all  physicians  that 
goes  like  this:  “It  is  more  common  for  a common 
disease  to  present  in  an  unusual  fashion  than  it  is  for 
an  uncommon  disease  to  present  in  its  usual  fash- 
ion.” Certainly,  this  was  the  case  here.  Our  pa- 
tient’s common  disease  (ectopic  ACTH  as  the  cause 
of  an  elderly  patient’s  Cushing’s  syndrome)  pre- 
sented unusually  (conflicting  laboratory  studies 
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suggesting  pituitary  disease).  This  seemed  more 
likely  than  her  having  an  uncommon  disease  (pitu- 
itary Cushing’s  disease  in  an  elderly  patient)  and  led 
to  the  correct  treatment.  In  this  case  and  many 
others,  the  diagnostic  dilemma  of  the  differential 
diagnosis  of  Cushing’s  syndrome  continues  to  be 
both  a bane  and  a favorite  topic  in  endocrinology. 
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Esthesioneuroblastoma:  Diagnosis  and  Manage- 
ment. E.  Thomas  Newbill,  MD,  Michael  E. 
Johns,  MD,  and  Robert  W.  Cantrell,  MD,  Char- 
lottesville. 

Esthesioneuroblastoma  is  an  uncommon  nasal 
tumor  originating  from  cells  of  neural  crest  ori- 
gin. An  increased  awareness  of  this  neoplasm  by 
clinicians  and  pathologists  has  led  to  an  increase 
in  its  diagnosis.  In  the  Department  of  Otolaryn- 
gology— Head  and  Neck  Surgery  at  the  Universi- 
ty of  Virginia  Medical  Center,  22  cases  have 
been  treated.  A review  of  the  biologic  course  of 
these  cases  has  allowed  us  to  make  certain 
recommendations  for  therapy.  Patients  with 
stage  A and  B disease  are  best  treated  with 
preoperative  radiation  therapy  followed  by  cra- 
niofacial resection.  Patients  with  stage  C disease 
are  treated  with  cyclophosphamide  and  vincris- 
tine before  irradiation  and  craniofacial  resection. 
If  a significant  response  occurs  these  patients 
receive  postoperative  chemotherapy.  We  believe 
this  treatment  should  result  in  five-year  survivals 
in  excess  of  50%.  South  Med  J 1985;78:275-282 

Human  Infestation  by  Amblyomma  americanum 
Larvae  (“Seed  Ticks”).  P.  Frederick  Duck- 
worth, Jr.,  MD,  Gregory  F.  Hayden,  MD,  and 
Charles  N.  Reed,  MD,  Charlottesville. 

Tick  bites  and  tick-borne  diseases  are  a 
common  occurrence  in  the  United  States. 


Although  adult  ticks  are  responsible  for  most 
cases,  the  larval  stage  of  hard  ticks,  common- 
ly known  as  “seed  ticks,”  is  also  capable  of 
human  infestation,  and  can  spread  systemic 
diseases  and  cause  local  reactions.  Seed  ticks 
are  well  known  to  inhabitants  of  many  rural 
areas,  but  may  not  be  familiar  to  some  clini- 
cians. We  report  two  illustrative  cases  of  seed 
tick  infestation,  one  in  an  asymptomatic  child 
and  the  other  in  an  adult  with  a local,  cutane- 
ous reaction.  South  Med  J 1985;78:751-753 

Bleeding  Tendency  Possibly  Related  to  Increased 
Plasma  Antithrombin  III  Activity  in  Patient  Treat- 
ed with  Piroxicam.  Mario  Stefanini,  MD,  Lud- 
gerio  Z.  Claustro,  MD,  and  Peter  Mulkey,  PhD, 
Richlands. 

Piroxicam  (Feldene)  appears  to  be  effective  in 
the  management  of  rheumatoid  arthritis  and  os- 
teoarthritis. It  has  anti-inflammatory,  analgesic, 
and  antipyretic  properties,  probably  related  to  its 
ability  to  inhibit  the  biosynthesis  of  prostaglan- 
dins. Although  a number  of  side  effects  have 
been  reported,  bruising  and  gastrointestinal 
bleeding  appear  infrequently.  We  report  the  case 
of  a patient  who  had  severe  cutaneous  bleeding 
and  mild  melena  after  long-term  treatment  with 
the  drug,  along  with  increased  antithrombin  III 
activity  in  plasma.  South  Med  J 77:633-634 
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An  Art  or  a Business? 

Elsewhere  in  this  issue  there  are  two  articles, 
“The  American  art  of  medicine”  and  “Medi- 
cine is  a business.”  Which  article  more  accurately 
describes  the  practice  of  medicine  today?  Maybe 
both. 

That  medicine  is  a business  comes  as  no  surprise 
to  the  present-day  practitioner,  whose  office  is 
deluged  by  paperwork.  This  problem  exists  for 
those  who  practice  in  a group,  as  members  of  an 
HMO,  IPA,  or  PPO,  or  those  who  are  solo  practitio- 
ners. A business  office  within  the  medical  office  is 
an  absolute  essential  for  financial  survival. 

Today  physicians  advertise  freely;  they  market 
themselves.  This  marketing  is  also  carried  out  by 
hospitals,  clinics,  HMOs  and  the  rest.  The  word  is 
“Beat  the  competition”,  as  in  the  business  world, 
and  it  is  incumbent  upon  the  physician  to  under- 
stand and  participate  in  the  marketing  process. 

Physicians  have  always  marketed  themselves  but 
in  an  unobtrusive  manner.  There  was  no  flagrant 
television,  radio  or  newspaper  advertising.  The 
physician  practiced  the  art  of  medicine.  The  person- 
alized care  of  patients  was  his  advertisement.  The 
patients  were  his  friends. 

The  malpractice  crisis  may  in  part  be  caused  by 
the  failure  of  the  physician  to  practice  the  art  of 
medicine.  A patient  is  less  likely  to  institute  legal 
action  against  the  physician  who  takes  the  time  to 
listen  to  complaints.  The  physician  “friend”  will 
discuss  the  patient’s  problems,  outline  suggested 
therapy,  advance  some  general  ideas  as  to  progno- 
sis, be  empathetic.  An  abrupt  dismissal  of  the 
patient’s  complaint,  a general  indication  of  lack  of 
interest,  or  a hurried  office  visit  promotes  patient 
dissatisfaction  and  often  leads  to  litigation  for  al- 
leged malpractice.  There  is  no  substitute  for  the 
caring  physician. 


The  economics  of  medicine,  always  present  to  a 
necessary  degree,  have  assumed  too  prominent  a 
role  in  the  practice  of  medicine.  A return  to  the  art 
of  medicine  may  be  the  answer.  E.L.K.,  Jr 


The  Sen  Job 

If  I were  a little  older,  more  distinguished,  and  a 
lot  more  famous,  how  much  I would  accom- 
plish. I would  be  like  Colonel  Potter  of  the  MASH 
unit,  like  the  smiling  redhead  who  once  sold  ciga- 
rettes, and  like  all  the  other  famous  faces  doing  the 
sell  job  on  television. 

I would  be  on  television,  mainly  on  programs 
aimed  at  the  old,  the  ill,  the  unsophisticated.  I 
would  be  a little  emotional  and  almost  tearful  as  I 
told  them  that  I both  knew  and  sympathized  with 
their  troubles.  I would  tell  them  that  my  sponsoring 
insurance  company  was  altruistically  existing  only 
to  help  folks  like  them.  I would  never  mention  our 
profits,  the  limits  of  liability  of  our  policies,  or  my 
handsome  salary.  How  easily  I would  convince 
those  listeners/watchers  with  my  sincere,  caring, 
convincing  attitude  about  each  and  every  individual 
out  there,  even  the  shut-ins. 

Or,  not  wishing  to  appear  quite  so  commercial,  I 
would  take  another  tack  and  carry  religion  to  the 
masses  via  radio  and  television.  Sincerely  telling 
them  of  my  (God’s)  concern  for  them,  I would 
interpret  my  (God’s)  will  to  them:  how  to  live,  to 
think,  to  buy,  to  sell,  to  donate,  and  to  vote.  My 
sincere  smile  would  convince  them  all. 

Or,  if  I could  ever  find  a sponsor,  I would  even 
consider  trying  the  impossible:  tell  the  audience  the 
truth,  encouraging  them  to  think,  to  evaluate,  and 
then  to  decide — for  themselves. 

Henry  S.  Campell,  MD 
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Fred  F.  Davis,  MD 

The  last  of  five  brothers  who  practiced  medicine 
for  many  years  in  Roanoke,  Dr.  Fred  F.  Davis,  died 
February  17  at  his  Roanoke  home.  He  was  83  years 
old. 

Born  in  Riner,  Virginia,  Fred  Davis  was  the  son 
of  a physician,  Dr.  John  Gibson  Davis,  and  Zora 
Lucas  Davis.  His  four  brothers  were  Algie,  Hal, 
Paul,  and  John  Gibson,  Jr.  All  became  his  col- 
leagues in  medicine,  all  predeceased  him. 

Dr.  Fred  Davis  was  graduated  from  Roanoke 
College,  then  took  his  MD  degree  at  the  Medical 
College  of  Virginia.  He  started  his  practice  in 
Roanoke  in  1927,  joining  the  Lewis-Gale  Hospital 
and  Clinic  staff  in  1928.  He  retired  in  1972.  His 
professional  memberships  included  the  Roanoke 
Academy  of  Medicine,  the  Southwestern  Virginia 
Medical  Society,  The  Medical  Society  of  Virginia, 
and  the  American  Industrial  Medical  Association. 


Martin  Delaney,  Jr.,  MD 

Dr.  Martin  D.  Delaney,  Jr.,  who  practiced  medi- 
cine in  Alexandria  for  fifty  years,  died  March  10  at 
Washington’s  Dulles  Airport  after  suffering  a heart 
attack.  He  was  79  years  old. 

A lifelong  resident  of  Alexandria,  Dr.  Delaney 
attended  the  Alexandria  public  schools,  Mount  St. 
Mary’s  in  Emmitsburg,  Maryland,  and  the  Emerson 
Institute,  Washington,  then  in  1928  was  graduated 
from  the  Virginia  Military  Institute  with  a bachelor 
of  science  degree  in  chemical  engineering.  Follow- 
ing in  his  father’s  footsteps,  he  entered  the  George- 
town University  School  of  Medicine  and  was  gradu- 
ated in  1932.  His  primary  specialty  was  family 
practice,  but  he  also  trained  in  surgery.  He  taught 
basic  sciences  at  the  Alexandria  Hospital  School  of 
Nursing  and  was  one  of  the  founders  of  Circle 
Terrace  Hospital  in  Alexandria. 

Dr.  Delaney  served  as  the  team  physician  for  the 
VMI  football  team  for  nearly  50  years.  For  his  long 
service,  he  was  inducted  into  the  VMI  Sports  Hall 
of  Fame  in  1972  and  the  school’s  practice  field  was 
dedicated  in  his  honor;  in  the  same  year  the  Nation- 
al Athletic  Trainer’s  Association  elected  him  to 
honorary  membership.  He  had  been  president  of 


the  VMI  Keydet  Club  and  was  the  recipient  of  the 
club’s  Spirit  Award. 

Dr.  Delaney’s  professional  memberships  includ- 
ed the  Alexandria  Medical  Society,  The  Medical 
Society  of  Virginia,  Southern  Medical  Association, 
American  Medical  Association,  International  Col- 
lege of  Surgeons,  and  the  American  Geriatrics 
Society. 


James  C.  Allen,  MD 

Dr.  James  C.  Allen,  who  practiced  medicine  in 
Eastville,  Virginia,  for  45  years,  died  September  8, 
1985,  at  Northampton- Accomack  Memorial  Hospi- 
tal, Nassawadox.  He  had  retired  in  1983  because  of 
failing  health. 

Born  in  Eastville,  Dr.  Allen  received  his  elemen- 
tary education  there,  then  completed  secondary 
education  at  Tidewater  Institute.  In  1933  he  re- 
ceived the  bachelor  of  science  degree  from  Lin- 
coln, Pennsylvania,  University,  and  his  doctorate  in 
medicine  was  awarded  to  him  in  1937  by  Howard 
University  Medical  School.  He  interned  at  Mercy 
Douglass  Hospital  in  Philadelphia,  Pennsylvania. 

Dr.  Allen’s  exemplary  devotion  to  medicine  and 
his  participation  in  community  endeavors  made  him 
a beloved  figure  on  the  Eastern  Shore.  He  was  for 
many  years  medical  examiner  for  the  area,  and  he 
served  on  the  boards  of  the  Bethel  A.M.E.  Church 
in  Eastville,  Eastern  Shore  Community  College, 
and  the  Northampton  County  schools.  In  1985,  at 
the  opening  of  the  Bayside  Medical  Center  in  Cheri- 
ton,  a plaque  was  placed  on  the  building  to  honor 
his  many  years  of  service. 

Dr.  Allen  came  to  membership  in  The  Medical 
Society  of  Virginia  through  the  Northampton  Medi- 
cal Society.  He  belonged  also  to  the  Old  Dominion 
Medical  Society  and  the  American  and  National 
Medical  Associations. 


Joseph  Milam,  MD 

Dr.  Joseph  W.  Milan,  who  had  practiced  internal 
medicine  in  Danville  since  1953,  died  February  20  at 
the  Memorial  Hospital  of  Danville.  He  was  62. 
Born  in  Virginia  in  the  Laurel  Grove  community 
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of  Sutherlin,  Dr.  Milam  was  educated  at  Virginia 
Polytechnic  Institute  and  Yale  University  and  went 
on  to  the  Medical  College  of  Virginia  for  his  doctor- 
ate (M-47).  He  interned  at  the  Medical  College  of 
South  Carolina  in  Charleston,  performed  a fellow- 
ship in  pathology  at  Duke  University,  then  served 
his  residency  in  internal  medicine  at  Grady  Memori- 
al Hospital,  Atlanta.  During  World  War  II  he  was 
for  two  years  with  the  Army  medical  corps  in 
Germany. 

Dr.  Milam  came  to  membership  in  The  Medical 
Society  of  Virginia  through  the  Danville-Pittsyl- 
vania  Academy  of  Medicine  and  belonged  also  to 
the  American  and  Virginia  Societies  of  Internal 
Medicine. 


Wendell  Malin,  MD 

Dr.  Wendell  Eugene  Malin,  an  abdominal  sur- 
geon for  almost  half  a century,  died  February  28  at 
his  home  in  Wytheville  at  the  age  of  74.  With  his 
brother,  Dr.  Lawrence  Malin,  he  founded  three 
hospitals,  including,  in  1945,  the  Wytheville  Hospi- 
tal, of  which  he  was  president  when  he  died. 

A native  of  Vassar,  Michigan,  Dr.  Malin  was 
graduated  from  the  Loma  Linda  University  School 
of  Medicine,  Class  of  1934,  then  trained  at  Washing- 
ton Adventist  Hospital  in  Maryland.  He  first  prac- 
ticed in  Maryland,  where  he  opened  Leland  Memo- 
rial Hospital  in  Riverdale.  He  moved  to  Wytheville 
in  1945,  and  later  went  for  a year  to  Tappahannock, 
where  he  opened  Tidewater  Memorial  Hospital.  A 
son,  Dr.  Wendell  E.  Malin,  Jr.,  died  in  1968. 

Dr.  Malin  belonged  to  the  Southwestern  Virginia 
Medical  Society,  The  Medical  Society  of  Virginia, 
the  American  Medical  Association,  and  the  Ameri- 
can Society  of  Abdominal  Surgeons. 


Gerhard  Cotts,  MD 

Dr.  Gerhard  K.  Cotts,  a psychiatrist  with  offices 
in  Arlington  and  Reston,  died  of  a heart  ailment 
March  19  at  Fairfax  Hospital,  Falls  Church.  He  was 
78. 

Born  in  Berlin,  Dr.  Cotts  received  his  doctorate 
in  medicine  at  the  University  of  Berlin.  He  came  to 
this  country  in  1935  and  settled  first  in  New  Or- 
leans, where  he  taught  at  Tulane  University.  In 
1944-1945  he  was  senior  psychiatrist  at  New  Mexi- 


co State  Hospital.  Relocating  in  Virginia,  Dr.  Cotts 
was  from  1946  to  1949  regional  director  of  Virginia’s 
mental  health  clinics  and  also  clinical  director  of  the 
Lynchburg  State  Colony  for  retarded  and  epileptic 
persons.  He  moved  to  the  Washington  area  in  1954. 

Dr.  Cotts  came  to  membership  in  The  Medical 
Society  of  Virginia  through  the  Arlington  County 
Medical  Society  and  belonged  also  to  the  American 
and  Washington  Psychiatric  Associations  and  the 
American  Group  Psychotherapy  Association. 


Memoir  of  W.  J.  Rein 
1899-1985 

By  Peter  N.  Pastore,  MD, 
and  DuPont  Guerry  III,  MD 

Dr.  Walter  J.  Rein,  retired  ophthalmologist,  born 
in  Peoria,  Illinois,  on  September  19,  1899,  died  in 
Richmond  on  February  22,  1985.  Dr.  Rein  enlisted 
for  military  service  on  his  18th  birthday,  two 
months  before  the  end  of  World  War  I.  He  graduat- 
ed from  the  University  of  Wisconsin,  receiving  BS 
and  MD  degrees.  Following  his  ophthalmology  resi- 
dency training  at  the  Medical  College  of  Virginia,  he 
became  associated  with  Dr.  Emory  Hill,  then  pro- 
fessor of  ophthalmology  at  the  same  institution. 

He  was  the  first  chairman  of  the  board  of  direc- 
tors of  both  the  Richmond  Eye  Hospital  (1952)  and 
the  Old  Dominion  Eye  Bank  (1957);  past  president 
of  the  Richmond  Lions  Club;  and  past  president  of 
the  Voters  Assembly,  Bethlehem  Lutheran  Church, 
and  chairman  of  the  board  of  elders.  He  served  as  a 
member  of  Virginia  State  Board  of  Opticians,  chair- 
man of  the  Legislative  Committee  of  the  Virginia 
State  Board  of  Opticians,  chairman  of  the  Legisla- 
tive Committee  of  the  Virginia  Society  of  Otolaryn- 
gology and  Ophthalmology  and  was  the  society’s 
representative  to  the  American  Medical  Associa- 
tion Committee  on  Public  Relations. 

Dr.  Rein’s  personality  and  empathy  endeared  him 
to  patients  and  friends  alike.  He  was  highly  respect- 
ed and  generous.  Before  his  retirement,  with  the 
late  Dr.  William  Zimmerman  he  found  time  to  visit 
and  perform  eye  surgery  at  Culpeper  Baptist  Home 
for  the  Elderly.  After  retirement  he  volunteered  his 
specialty  services  in  Nigeria  with  the  Lutheran 
Medical  Mission  Association. 
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NEW 

MEMBERS 


Albemarle  County  Medical  Society 
Robert  C.  Raynor,  MD,  Family  Practice,  Route  2,  Box 
530,  Afton  VA  22920 

Alexandria  Medical  Society 

Donald  R.  Chapman,  MD,  Emergency  Medicine,  5501 
Seminary  Road,  Falls  Church  VA  22041 
Foster  R.  Montalbano,  MD,  Internal  Medicine,  8228  Mt. 

Vernon  Highway,  Alexandria  VA  22309 
John  B.  Mueller,  MD,  Emergency  Medicine,  204  North 
Jackson  Street,  Arlington  VA  22201 

Augusta  County  Medical  Society 

James  B.  Huggins,  MD,  Diagnostic  Radiology,  11  Terry 
Court,  Staunton  VA  24401 

Culpeper  County  Medical  Society 
Russell  W.  Moy,  MD,  Obstetrics/Gynecology,  1103  Oak- 
lawn  Drive,  Culpeper  VA  22701 

Fairfax  County  Medical  Society 

Oliver  B.  Bond,  MD,  Cardiovascular  Disease/Internal 
Medicine,  8704  Ventura  Lane,  Annandale  VA  22003 
Dai  Vinh,  MD,  General  Surgery,  8318  Arlington  Boule- 
vard, Fairfax  VA  22031 

Loudoun  County  Medical  Society 
David  M.  Mathis,  MD,  Family  Practice,  213  Loudoun 
Street,  SW,  Leesburg  VA  22075 

Norfolk  Academy  of  Medicine 

Michael  C.  Gaddy,  MD,  General  Surgery,  142  West  York 
Street,  Norfolk  VA  23510 

Anita  L.  Sager,  MD,  Family  Practice,  325  East  Bay  view 
Boulevard,  Norfolk  VA  23503 

Prince  William  County  Medical  Society 
Craig  L.  Hensle,  MD,  Ophthalmology,  14904  Jefferson 
Davis  Highway,  Woodbridge  VA  22191 
Manochehr  Sobhany,  MD,  Internal  Medicine/Pulmonary, 
14904  Jefferson  Davis  Highway,  Woodbridge  VA  22191 

Richmond  Academy  of  Medicine 

Claude  C.  Coleman,  Jr.,  MD,  Plastic  Surgery,  7605  Forest 
Avenue,  Richmond  VA  23229 
Mariann  H.  Johnson,  MD,  Family  Practice,  4 Dahlgren 
Road,  Richmond  VA  23233 

John  W.  Reynolds,  MD,  Pathology,  413  Stuart  Circle, 
Richmond  VA  23220 


Roanoke  Academy  of  Medicine 

John  F.  Daugherty,  MD,  Family  Practice,  307  Hersh- 
berger Road,  Roanoke  VA  24012 
Robert  J.  Murray,  Jr.,  MD,  Radiation  Oncology,  5259 
Flintlock  Circle,  SW,  Roanoke  VA  24014 

Rockingham  County  Medical  Society 
C.  Wayne  Gates,  MD,  Otorhinolaryngology/Head  & Neck 
Surgery,  101  North  Main  Street,  Harrisonburg  VA 
22801 

Southside  Virginia  Medical  Society 
William  Miles,  MD,  Psychiatry,  511  South  Sycamore 
Street,  Petersburg  VA  23803 
Jatinder  K.  Sidhu,  MD,  Physical  Medicine  & Rehabilita- 
tion, PO  Box  4398,  Hopewell  VA  23860 

Southwestern  Virginia  Medical  Society 
William  R.  Deal,  MD,  General  Surgery,  PO  Box  660, 
Wytheville  VA  24382 

Christine  C.  Evanchick,  MD,  Internal  Medicine/Rheuma- 
tology, 191  Johnson  Street,  Abingdon  VA  24210 
Melvin  L.  Heiman,  MD,  Orthopedic  Surgery,  300  East 
Valley  Street,  Abingdon  VA  24210 
Richard  T.  Jackson,  MD,  Neurology,  701  Randolph 
Street,  Radford  VA  24143 

Marc  S.  Siegel,  MD,  Orthopedic  Surgery  & Sports  Medi- 
cine, 2727  South  Main  Street,  Blacksburg  VA  24060 


5226  BROOKHILL  AZALEA 
RICHMOND,  VIRGINIA  23227 
• 804-266-7767  • 
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WHO 


IN  VIRGINIA  MEDICINE 

Virginia’s  new  Secretary  for  Hu- 
man Resources  is  the  daughter  of  a 
Virginia  physician.  She  is  Eva 
Sayegh  Teig,  who  was  Commis- 
sioner of  Labor  and  Industry  dur- 
ing the  Robb  administration.  Her 
father  is  Dr.  Emil  S.  Sayegh,  urolo- 
gist, past  president  of  the  Ports- 
mouth Academy  of  Medicine,  and 
veteran  civic  do-gooder  who  in 
1983  was  given  Portsmouth’s  First 
Citizen  Award. 

Secretary  Sayegh  began  her  gov- 
ernment career  in  Portsmouth  City 
Hall,  when  former  Lt.  Gov.  Rich- 
ard J.  Davis  was  mayor;  she  came 
to  Richmond  in  1981  as  a member 
of  Davis’  campaign  staff.  The  sec- 
retariat to  which  she  was  appointed 
by  Gov.  Gerald  L.  Baliles  carries 
responsibility  over  20,000  employ- 
ees and  budgets  totaling  $4.3  bil- 
lion. 

Her  right-hand  man  in  the  new 
post  is  Maston  Thomas  Jacks.  Ask 
any  member  of  the  State  Board  of 
Medicine  about  Tom  Jacks  and 
you’ll  get  a rave  review  of  his  per- 
formance as  a deputy  attorney  gen- 
eral. 

Continuing  the  listing  of  the 
March  issue,  here  are  more  new 
officers  of  The  Medical  Society  of 
Virginia’s  component  medical  soci- 
eties: 

Dr.  Robert  G.  Simmons  was 

elected  president  of  the  Danville- 
Pittsylvania  Academy  of  Medicine, 
and  Dr.  Harold  B.  Owens  was  elect- 
ed secretary. 
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New  president  of  the  Loudoun 
County  Medical  Society  is  Dr. 
Martin  P.  Fleming,  Berryville, 
while  Dr.  Frederick  P.  Griffith, 
Middleburg,  was  chosen  as  secre- 
tary. 

The  Hampton  Medical  Society’s 
new  president  is  Dr.  Hannibal  E. 
Howell.  The  new  secretary  is  Dr. 
Henry  L.  Rothfuss. 

Dr.  Frank  A.  Pettrone  has  as- 
sumed the  presidency  of  the  Ar- 
lington County  Medical  Society, 
and  Dr.  John  F.  Nowell  is  serving  as 
secretary.  Dr.  Pettrone  is  not  only 
newly  elected,  he  is  newly  pub- 
lished, i.e.,  his  book,  AAOS:  Up- 
per Extremity  Injuries  in  Athletes, 
came  off  the  presses  in  February. 
C.  V.  Mosby  is  the  publisher. 

As  presiding  officer  at  the  Ameri- 
can College  of  Physicians’  annual 
session  in  San  Francisco  in  April, 
Dr.  Edward  W.  Hook,  Charlottes- 
ville, conferred  ACP  mastership  on 
ten  college  fellows — and  then  was 
himself  honored  with  a mastership. 
Cited  were  his  work  in  infectious 
diseases,  particularly  antibiotic  in- 
vestigation, and  his  recent  writings 
on  the  humanism  of  medicine,  ethi- 
cal principles  and  medical  man- 
power. The  meeting  marked  the 
conclusion  of  Dr.  Hook’s  term  as 
the  college’s  president. 

Named  Communicator  of  the 
Year  by  the  International  Associa- 
tion of  Business  Communicators, 
Richmond  Chapter,  was  Dr.  Kevin 
R.  Cooper,  of  the  Medical  College 
of  Virginia’s  Pulmonary  Division. 
The  award  cited  Dr.  Cooper’s  vol- 
unteer work  within  both  his  profes- 
sion and  his  community  in  motivat- 
ing others  to  assume  primary  roles 
in  personal  and  environmental 
health  issues.  Notably,  he  speaks 
to  civic,  employee  and  school 
groups  about  respiratory  health 
and  clean  air  and  has  trained  lead- 
ers for  smoking  cessation  clinics. 
He  is  an  officer  of  the  Richmond 


and  state  units  of  the  American 
Lung  Association  of  Virginia  and  is 
chairman  of  Virginia’s  Interagency 
Task  Force  on  Smoking  or  Health. 
Scheduled  for  publication  in  Vir- 
ginia Medical  is  an  article  by  Dr. 
Cooper  on  tobacco. 

Once  he’d  become  a triathlete  to 
reckon  with  in  competitions  on  the 
East  Coast,  Dr.  Rudolf  F.  Schuster, 
Norfolk,  developed  a hankering  to 
enter  the  toughest  triathlon  of  them 
all,  the  Ironman  in  Hawaii,  which 
takes  the  competitor  through  a 1 12- 
mile  bike  course,  a 2.4-mile  ocean 
swim,  and  a full  marathon  over  26 
miles  of  lava  roads.  Last  Septem- 
ber Rudi  Schuster  did  it.  The  re- 
sult? He  stayed  the  course  without 
falter  or  mishap,  crossing  the  finish 
line  in  13  hrs  7 mins  and  placing 
644th  in  a field  of  1,019.  Not  bad  for 
a 58-year-old  internist,  but  Dr. 
Schuster  was  less  than  elated.  “I 
had  hoped  to  do  better,”  was  his 
comment.  The  race  was  won  by  27- 
year-old  Scott  Tingley,  who  set  a 
record  with  the  blistering  time  of  8 
hrs  50  mins. 

Dr.  Sidney  S.  Loxley,  who  prac- 
tices orthopedic  surgery  in  Chesa- 
peake and  Virginia  Beach,  has 
been  named  chairman  of  the  Ches- 
apeake Family  YMCA’s  Commit- 
tee of  Management.  Dr.  Loxley 
was  treasurer  of  the  fund-raising 
campaign  that  resulted  in  the  Y’s 
new  $1.2  million  building. 

Throw  out  those  news  clips 
about  Dr.  John  Franklin’s  retire- 
ment. He  couldn’t  hack  it  and  has 
gone  back  to  work,  this  time  as 
professor  of  geriatrics  at  Eastern 
Virginia  Medical  School.  An  inter- 
nist/cardiologist, Dr.  Franklin  was 
for  many  years  with  the  Norfolk 
Diagnostic  Clinic;  when  he  severed 
that  tie  last  year,  his  associates 
established  in  his  honor  the  John 
Franklin  Medical  Foundation. 
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CLASSIFIED 

Virginia  Medical  classified  ads  accepted  at  the  discre- 
tion of  the  Editor.  Rates  to  Medical  Society  of  Virginia 
members:  $15  per  insertion  up  to  50  words,  25$  each 
additional  word.  To  non-members:  $30  per  insertion  up  to 
50  words,  25$  each  additional  word.  Deadline:  5th  day  of 
month  prior  to  month  of  publication.  Send  to  the  Adver- 
tising Manager,  4205  Dover  Road,  Richmond  VA  23221 . 


OB/GYN,  pro-life  (no  abortions).  Prefer  female  recently 
trained,  American  born.  Excellent  salary,  possible  early 
partnership.  Board  eligible/certified.  Call  John  N.  Canton, 
MD,  913  First  Colonial  Rd.,  Virginia  Beach  VA  23454, 
(804)  428-0700. 

PHYSICIAN  WANTED— Board-certified  or  board-eligible 
(FP  or  ER)  for  emergency  department  and  urgent  care 
practice  in  fastest  growing  county  in  Virginia.  Close  prox- 
imity to  Richmond,  Williamsburg,  and  Tidewater  area. 
Guaranteed  minimum  with  profit  sharing.  Partnership 
available.  Please  call  or  write  Gaylord  W.  Ray,  MD, 
Walter  Reed  Memorial  Hospital,  Gloucester  VA  23061,  or 
call  (804)  693-4400,  ext.  182  or  199. 

EMERGENCY  PHYSICIANS— Emergency  medicine  op- 
portunities available  for  career-oriented  medical  directors 
and  staff  physicians  licensed  in  Maryland  and/or  Pennsyl- 
vania. Full-  and  part-time  positions  available.  Applicants 
must  have  a minimum  of  2 years  recent  experience.  Com- 
petitive income  and  malpractice  insurance.  Please  send  CV 
to  Debbie  Hibberts,  EMSA,  8200  West  Sunrise  Boulevard, 
Building  C,  Plantation  FL  33322,  or  call  (305)  472-6922. 

WINTERGREEN  CONDOMINIUM— Year-round  get- 
away! New,  two  bedroom,  two  bath  condo  on  golf  course. 
Near  hiking,  tennis,  swimming,  and  indoor  sports  facility. 
Rent  by  day,  week  or  month.  Contact:  Linda  or  Vito 
Periello,  1011  East  Jefferson  Street,  Charlottesville  VA 
22901  or  call  (804)  295-7275. 

FOR  SALE — General  practice  in  Richmond.  Grosses 
around  $250,000.  Will  stay  for  six  months  to  one  year  to 
introduce.  Reply  to  Virginia  Medical,  PO  Box  21,  4205 
Dover  Road,  Richmond  VA  23221. 

PRACTICES  A V AIL  ABLE — Allergy ; suburban  Philadel- 
phia, excellent  opportunity,  very  low  price.  Allergy;  Phila- 
delphia area,  very  large  practice.  Dermatology;  Connecti- 
cut, strong  finances.  Family  practice;  Philadelphia  and 
suburbs,  several  practices.  Internal  Medicine;  Arizona, 
well  equipped.  Internal  Medicine;  DC  suburb,  desirable 
community.  Pediatrics;  northeastern  Pennsylvania,  young 
growing  practice.  Pediatrics;  Colorado,  convenience  of  a 
group,  strong  finances.  Pediatrics;  central  New  York,  very 
large  practice.  Radiology;  Philadelphia,  large,  well  estab- 
lished. General  Surgery;  New  Jersey,  attractice  practice 


near  New  York  City.  We  specialize  in  the  valuation  and 
selling  of  medical  practices.  If  interested  in  buying  or 
selling  a medical  practice,  contact  our  brokerage  division  at 
Health  Care  Personnel  Consulting,  403  GSB  Building,  Bala 
Cynwyd  PA  19004 

FOR  SALE — Used  equipment,  Richmond  area.  GE  x-ray 
film  processor  and  Profexray  machine  100  MA  with  Rich- 
mond service  and  maintenance  available.  Sanborn  Viso  100 
EKG  with  stand.  Emdee  17”  leather  bag,  practically  new. 
Mercurial  sphymomanometer,  desk  model.  Welch- Allyn 
sigmoidoscope.  Other  equipment  available.  For  complete 
list  and  details,  write  to  Virginia  Medical,  Box  90,  4205 
Dover  Road,  Richmond  VA  23221. 

INVESTMENTS — Growth,  income,  trend,  GNMA,  or 
government  funds  for  your  Keough,  IRA,  corporate  or 
personal  investment.  Also  specializing  in  gold,  silver,  for- 
eign equity  or  bond  funds.  For  information  call  William 
Harvey  Whitmore,  MD  (sole  proprietor),  broker-dealer 
registered  in  Virginia,  SEC  and  member  NASD  at  (804) 
853-0772  or  2068  Hunters  Trail,  Norfolk  VA  23518. 

KIAWAH  ISLAND — Come  and  relax  on  our  unspoiled 
beach  just  21  miles  south  of  historic  Charleston.  Select  1 to 
6 bedrooms  from  our  fully  furnished  villas  or  homes.  Call 
Benchmark  Properties,  1-800-992-9666,  for  our  color  bro- 
chure. 


PEDIATRICIAN  #3824 

Currently  recruiting  for  a pediatrician  in  Winchester, 
located  approximately  60  miles  west  of  Washington, 
DC  in  the  Shenandoah  Valley.  Provide  pediatric 
services  in  child  health  clinics,  school  clinics  and 
child  development  center.  Performs  Medicaid 
screening  and  provides  consultation  to  family  plan- 
ning clinics,  STD  walk-ins,  immunization  and  prena- 
tal clinics.  Other  related  duties.  Must  be  licensed  to 
practice  medicine  in  Virginia  (or  elig)  and  must 
provide  own  transportation.  Desire  board  certifica- 
tion (or  elig)  in  pediatrics  as  well  as  knowledge  of 
public  health  principles  and  practice.  Salary 
$42,699-58,332  plus  excellent  benefits.  Closing 
date  05/30/86.  To  insure  consideration  submit  a 
Virginia  state  application  by  close  date  indicating 
announcement  title,  Public  Health  Clinician  B 
#3824  to: 

Virginia  Department  of  Health 
Room  119 

James  Madison  Building 
1 09  Governor  Street 
Richmond  VA  23219 
(804)  786-3309.  EOE 
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7 DAYS  FREE. 


Who  says  you  can’t  help  lower 
the  cost  of  Patient  Care?  Try 
Mediscus  Air  Support  Therapy 
System  for  a seven  day  free  trial 
evaluation  with  no  obligation  to 
the  patient  or  yourself.  For  more 
information  concerning  the  val- 
ue of  the  Mediscus  Air  Therapy 
System,  please  call  or  write: 

Mediscus  Products,  Inc. 

8259  Hermitage  Road 
Richmond,  Virginia  23228 

(804)  266-8766 


THE  MOST  COMMON  MEDICAL  DISORDER 


Headache  is  the  most  common  medical 
disorder  of  modem  man.  It  has  been 
estimated  that  one  out  of  three  Ameri- 
cans suffers  from  severe  headaches  at  one 
time  or  another. 

The  burden  on  patients,  their  families 
and  co-workers  due  to  chronic  or  severe 
headache  is  enormous  with  approximate- 
ly 124  million  workdays  lost  yearly. 

The  RICHMOND  HEADACHE  CENTER 
is  the  first  facility  of  its  kind  in  Central 


Virginia  that  deals  solely  with  the  diag- 
nosis and  management  of  headache. 

RICHMOND  HEADACHE  CENTER  was 
founded  by  a group  of  practicing  neurol- 
ogists and  clinical  psychologists  who  recog- 
nized the  need  for  a cooperative  effort  in 
treating  chronic  and  recurrent  head- 
aches. 

If  you  would  like  further  information 
please  call  the  RICHMOND  HEADACHE 
CENTER. 


RICHMOND 
HEADACHE 
CENTER 

6767  Forest  Hill  Avenue 
Richmond,  Virginia  23225 
Telephone  (804)  320-3750 


LETTERS 


The  case  of  the  hidden  IUD 

Now  that  intrauterine  devices  are  no  longer  recommended  or  available  for  use 
as  contraceptives  it  might  be  of  interest  to  report  an  unusual  case. 

In  1970,  three  months  after  delivery  of  her  fifth  child,  a 31-year  old  patient  had  a 
Lippes  Loop™  IUD  inserted  without  difficulty. 

Periodic  examinations  during  the  next  three  years  showed  the  loop  to  be  in 
normal  position. 

In  1973  the  patient  was  seen,  at  which  time  she  was  approximately  four  weeks 
pregnant.  The  IUD  strings 
could  not  be  seen,  and  it 
was  assumed  that  she  had 
unknowingly  passed  the 
Lippes  Loop. 

The  pregnancy  and  de- 
livery in  1974  were  quite 
normal,  and  two  months 
later  a CU-7®  IUD  was  in- 
serted. This  was  removed 
two  years  later,  in  1976. 

A month  later  a second 
CU-7  was  inserted;  it  was 
removed  without  problem 
in  1979. 

A month  later  a third 
CU-7  was  inserted;  it  was 
removed  with  slight  diffi- 
culty in  August  1982. 

In  October  1982  a fourth 
CU-7  was  inserted  without 
difficulty. 

In  September  1985,  this  last  CU-7  was  removed.  Hooked  securely  on  behind 
was  the  Lippes  Loop,  as  shown  in  the  photograph.  It  had  been  inserted  in  June 
1970,  and  had  survived  not  only  a full-term  normal  pregnancy  and  delivery  but  the 
companionship  of  four  CU-7s  over  a period  of  15  years. 

Haskins  Ferrell,  Jr.,  MD 

312  South  Washington  Street 
Alexandria  VA  22314 
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Another  Man’s  Poison 


If  you  accept  that  each  person  is  unique— even  if  that  per- 
son has  a drinking  or  drug  problem— then  it’s  easy  to  see  why  a 
treatment  program  must  be  individualized.  One  man’s  successful 
treatment  is  another  man’s  failure. 

At  Sheppard  Pratt,  we  don’t  shoehorn  people  into  a program, 
sacrificing  individualization.  Instead  we  adapt  the  program  to  the 
individual. 

There  are  givens,  of  course.  We’re  abstinence-oriented,  and 
work  according  to  the  principles  of  Alcoholics  Anonymous  and 
Narcotics  Anonymous.  We  provide  a warm,  home-like  environ- 
ment. We  start  with  a thorough  evaluation  of  the  patient,  the 
problem  and  its  effects.  Then,  using  a multidisciplinary  team  of 
professionals,  we  move  each  patient  through  individual  and  group 
counseling  designed  to  get  results  as  quickly  as  possible,  including 
outpatient  follow-through. 

For  some,  this  means  intense  confrontation.  For  others,  gentle 
guidance.  Our  sensitivity,  experience  and  flexibility  enable  us  to 
determine  the  best  approach. 

If  you  are  sometimes  in  a position  to  refer  alcoholics  or  drug 
abusers  to  suitable  treatment  centers,  learn  more  about  the  indi- 
vidualized approach  at  Sheppard  Pratt. 

To  get  general  information  about  the  Shep- 
pard Pratt  Substance  Abuse  Program,  or  to  dis- 
cuss an  individual  case,  contact:  Dr.  David  Waltos, 

Admissions  Officer,  Sheppard  and  Enoch  Pratt 
Hospital,  PO.  Box  6815,  Baltimore,  Maryland 
21204.  (301)  823-8200. 


SHEPPARD  & ENOCH  PRATT 
A COMPREHENSIVE  CENTER 
FOR  TREATMENT, 
EDUCATION  AND  RESEARCH 


MEDJBVTES 


ISSUES  AND  INITIATIVES  AT  COUNCIL  MEETING 

A special  two-day  Council  meeting  drew  Medical  Society 
of  Virginia  officers  and  councilors  to  the  Marriott 
Hotel  in  downtown  Richmond  on  April  19  and  20.  They 
were  joined  by  some  59  invited  guests--MSV  committee 
chairmen,  component  and  specialty  society  presidents 
and  representatives,  and  emissaries  from  other 
organizations  central  to  Virginia  medicine.  The  Society's 
President,  Dr.  Charles  M.  Caravati,  Jr.,  presided. 

The  summary  report  following  deals  with  topics 
that  generated  major  discussion  and/or  action.  For 
minutes  of  the  entire  meeting,  write  to  James  L.  Moore, 
Jr.,  Executive  Vice  President,  at  Society  headquarters. 

Henbership:  Dr.  J.  Hayden  Hollingsworth,  chairman  of  the  Membership 
Committee,  reported  that  151  members  have  sent  letters 
of  resignation  citing  unification  as  the  reason  and 
54  other  resignations  have  been  received  with  no  reason 
given.  Moreover,  he  continued,  1986  dues  collections 
"are  lagging  somewhat  behind"  normal  anticipation, 
i.e.,  about  880  members  who  had  paid  their  dues  by 
mid-April  of  last  year  had  not  renewed  membership 


President  Charles  M.  Caravati,  Jr.,  and  President  Elect  Richard  L.  Fields 
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◄ Dr.  Glenn  B.  Updike,  Jr., 
MSV  Vice  President 


Dr.  David  E.  Couk, 

Fauquier  County  Medical  Society 


Dr.  Oscar  A.  Thorup,  associate  dean, 
University  of  Virginia  School  of  Medicine 


Dr.  Gerald  J.  Bechamps,  president, 
State  Board  of  Medicine 


T Left  to  right,  Vice  Councilor  Edwin  J.  Harvie, 
Councilors  William  W.  Regan  and  Frederick  K.  McCune, 
and  Vice  Councilor  William  H.  Sipe 


MEDJBVTES 

by  that  time  this  year.  On  the  other  hand,  the  AHA 
has  gained  1,039  new  members  through  unification, 
he  said,  and  under  the  terms  of  the  membership  incentive 
program  is  to  contribute  $112,000  to  The  Medical  Society 
of  Virginia's  bank  account. 

First  to  comment  on  the  report  was  a physician 
from  Albemarle  County.  Calling  for  deunification, 
he  held  up  a can  of  Classic  Coke  to  remind  his  listeners 
that  "a  fine  old  American  firm  recently  tampered  with 
its  highly  successful  product"  and  came  a cropper. 
Supporters  of  unification  rose  to  rebut;  other  voices 
sided  with  the  deunification  plea.  As  the  discussion 
wound  down,  the  observation  was  made  that  a two-thirds 
majority  of  the  House  of  Delegates  would  be  needed 
to  deunify,  and  "that's  not  easy  to  come  by." 

In  a separate  report,  Dr.  Hollingsworth  offered 
the  more  appealing  news  that  the  Society's  new  Visa 
credit  card  progran  has  signed  up  640  card  holders, 
which  should  yield  commissions  for  the  Society's  coffers 
of  about  $2,500  annually. 

Patient  Insurance:  Every  doctor  present  heartily  endorsed  a 
proposal  brought  from  the  Mental  Health  Committee 
by  its  chairman,  Dr.  James  A.  Shield,  Jr.  Citing  the 
proliferation  of  health  insurance  contracts,  he  asked 
The  Medical  Society  of  Virginia  to  persuade  the  Virginia 
legislature  to  set  up  a "standard  format"  for  spelling 
out  health  insurance  benefits  and  the  rules  and  regs 
surrounding  reimbursement.  "It  has  become  hopelessly 
confusing,"  the  psychiatrist  protested.  "I  don't  know 
what  treatment  the  patient  is  eligible  for,  and  the 
patient  doesn't  know  either.  You  have  to  make  endless 
phone  calls  to  find  out.  It's  a terrible  situation." 

His  listeners  were  empathetic.  "It's  impossible 
to  tell  the  difference  between  one  contract  and 
another.  The  patients  don't  know  all  these  rules  and 
I don't  either,"  said  one.  "A  very  complicated,  very 
important  issue,"  observed  another.  "It's  not  just 
a psychiatric  problem,  we  all  have  it,"  commented 
a third.  President  Elect  Richard  L.  Fields  moved  to 
adopt  the  recommendation,  and  the  councilors  voted 
unanimously  in  favor.  For  starters,  the  idea  was  referred 
to  the  Legislative  Committee  and  legal  counsel,  to 
map  out  the  best  way  to  get  action. 

Legislature  Lobby:  Similarly  unopposed  was  the  Legislative 
Committee's  recommendation,  presented  by  chairman 
William  W.  S.  Butler  III,  that  The  Medical  Society 
of  Virginia's  lobbying  efforts,  heretofore  confined 
to  the  two  months  of  the  state  legislature's  sessions, 
be  beefed  up  to  a year-round  presence— a presence, 
it  was  emphasized,  in  the  name  not  of  the  Society 
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Dr.  Hannibal  E.  Howell, 
president,  Hampton  Medical  Society 


At  the  mike,  Dr.  George  W.  Vetrovec,  governor  for  Virginia, 
American  College  of  Cardiology.  In  the  foreground,  Dr.  Couk. 


Dr.  Harold  W.  Nase,  president, 
Southside  Virginia  Medical  Society 


T Dr.  George  A.  Hurt,  president, 
Lynchburg  Academy  of  Medicine 


Dr.  Charles  H.  Bonner,  president,  Virginia 
Society  Physical  Medicine  and  Rehabilitation 


MECJB'iTES 

alone  but  of  medicine . Cited  in  support  of  the 
recommendation  were  the  positive  results  produced 
by  an  intensified  lobbying  effort  at  the  1986  General 
Assembly.  Councilor  Leon  I.  Block  made  the  motion 
authorizing  the  expansion  of  both  time  and  personnel, 
with  consultants  to  be  made  available  to  specialty 
societies  on  a cost-sharing  basis. 

Physician  Insurance:  Professional  liability  policies,  once  pricey 
but  available,  are  now  even  pricier  and  increasingly 
unavailable.  And  "it's  going  to  get  worse  next  year," 
predicted  Dr.  Alvin  E.  Conner,  chairman  of  the  Insurance 
Committee,  reviewing  restrictions  recently  imposed 
on  policies  written  by  St.  Paul  Fire  & Marine  under 
the  MSV-sponsored  liability  insurance  program. 

As  authorized  by  Council,  Dr.  Conner  related, 
a small  delegation  from  The  Medical  Society  of  Virginia 
had  met  in  Chicago  with  officers  of  the  Continental- 
Nat ional-Amer i can  Insurance  Company  to  see  if  that 
carrier  would  be  interested  in  coming  into  Virginia 
to  write  liability  insurance.  The  CNA  people  were 
not  averse  to  the  idea  but  asked  that  the  proposal 
be  submitted  in  writing,  enabling  the  firm's  reps 
to  come  to  Virginia  to  study  the  situation.  May  we 
have  permission  to  send  the  letter?  Dr.  Conner  asked. 

You  got  it,  said  the  councilors. 

Liability  Coalition:  Also  exploring  initiatives  to  ease  the 

liability  insurance  squeeze  is  the  Malpractice  Study 
Committee  under  the  chairmanship  of  Dr.  Ronald  K. 

Davis.  The  councilors  had  asked  the  committee  to  meet 
with  key  staff  of  the  Virginia  Chamber  of  Commerce, 

Dr.  Davis  reminded  them,  to  hear  about  the  budding 
Chamber-sponsored  coalition  of  municipalities  and 
businesses  severely  affected  by  the  prohibitive  cost 
of  liability  insurance.  Under  the  laws  on  joint  and 
several  liability,  these  "deep  pocket"  defendants 
with  little  liability  are  forced  to  pay  the  entire 
judgment  levied  against  the  main  defendant.  A national 
survey  by  American  Medical  News  found  that  40  societies 
had  joined  coalitions  of  groups  seeking  tort  reform, 
and  the  committee  recommended  that  The  Medical  Society 
of  Virginia  follow  suit,  Dr.  Davis  said.  The  councilors 
answered  the  recommendation  affirmatively  by  passing 
a motion  empowering  the  Executive  Committee  to  enter 
into  such  a coalition  on  behalf  of  the  Society. 

HHO  Study:  The  ad  hoc  HMO  Study  Committee  has  considered  at 
length  the  feasibility  of  creating  a statewide  HMO 
sponsored  by  the  The  Medical  Society  of  Virginia, 
and  it  concluded  with  a firm  No,  reported  chairman 
H.  C.  Alexander  III.  Why?  Because  there  are  now  18 
HMOs  licensed  to  operate  in  Virginia,  several  of 
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them  owned  and  operated  by  heavyweight  national 
corporations,  and  the  competition  is  just  too  stiff. 

(In  contrast,  there  were  only  five  HMOs  in  Georgia 
when  the  Medical  Association  of  Georgia  recently 
launched  its  HMO.) 

The  committee  recommended  instead,  Dr.  Alexander 
continued,  that  the  Society  establish  an  ad  hoc  committee 
1)  to  act  as  a clearing  house  for  information  on 
alternative  delivery  systems  in  Virginia,  offer  them 
supportive  consultation,  and  keep  a weather  eye  on 
the  quality  of  services  they  render,  and  2)  to  develop 
a public  education  program  fortifying  the  physician's 
traditional  image  as  the  principal  provider  of  health 
care.  The  committee  would  be  composed  equally  of  doctors 
who  are/are  not  affiliated  with  alternative  delivery 
systems.  The  councilors  endorsed  the  recommendation. 


Indigent  Doctors:  From  Dr.  David  G.  Fluharty,  Jr.,  chairman 

of  the  Physicians  Health  and  Effectiveness  Committee, 
came  the  report  that  "lots  of  the  people  who  come 
into  the  treatment  program  are  destitute,  and  the 
hospitals  want  their  medicine  up  front."  Because  "I 
feel  the  Society  should  address  this  problem  as  a 
matter  of  preventive  medicine,"  he  said,  he  has  set 
up  a subcommittee  chaired  by  Dr.  Lloyd  F.  Moss  to 
study  the  feasibility  of  a loan  fund. 


People  and  Places:  Dr.  Cullen  B.  Rivers  is  the  nominee  to  be 
The  Medical  Society  of  Virginia's  representative  to 
the  Governor's  Task  Force  on  Indigent  Care,  Dr.  Caravati 
announced ...  Big  MSV  travel  agenda  was  set  for  1987: 

South  Pacific  (January);  Grenandine  Islands/Venezuela's 
Orinoco  River  (February);  Eastern  Europe  (June);  Alaska 
(July);  Russia  (September);  India  (October).  — A . G . 


Dr.  Robert  P.  Singer,  president, 
Neurosurgical  Society  of  Virginia 


Dr.  Kenneth  L.  Geoly, 

Fairfax  County  Medical  Society 
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• Completely  portable  for  use  in  any 
location-can  be  used  without  a power 

outlet  or  during  power  failures  because  it  1 
can  be  battery  operated 

• Transmits  data  direct  to  physician’s  office 
for  overread  via  phone  modem 

• Review  and  comparison  on  previous  ECGs  easily 
accomplished-unit  stores  up  to  20  ECGs 


• Save  money  on  initial  purchase-priced  50%  to  60% 
less  than  similar,  but  more  bulky,  competitive  products 

• Use  it  wherever  you  need  it-small  enough  and  portable 
enough  to  use  anywhere  in  the  office,  or  take  it  right 

to  the  patient’s  bedside,  all  with  no  sacrifice  in 
diagnostic  capability 

• Reduce  paper  wasted  through  false  starts-LCD  display 
shows  actual  waveforms  for  each  lead,  easy  to  see  if 
lead  is  improperly  connected 

• Provides  more  comprehensive  data-analyzes  10  full 

seconds  of  data  from  all  12  leads  simultaneously, 
rather  than  just  3 at  a time  ij 


E500-3-channel,  1 2-lead 
interpretive  electrocardiograph 


_____ 


E500  electrocardiograph  analysis  cart 

• Much  smaller  in  size  and  weight  than 
competitive  carts— system  weighs  only  65  lbs 

• Assured  patient  safety  with  isolation  built 
into  system 

• Produces  crisp,  clear  reports  with  a high- 
resolution  plotter 


11800  Coakley  Circle,  Rockville,  Maryland  20852 
BurdicK  (301)984-6112  (301)444-7977  (215)922-4966  (804)644-8024  (919)848-4333 
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theaters,  administrative  offices  and  convenient,  comfortable  privacy  for  its 

patients.  This  graceful  embodiment  of  tradition  now  serves  the  future  as  proudly 
as  the  past. 


Facial  Plastic  Surgery 

Other  Services:  Face  and  Neck  Lift,  Eyelid 
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Surgery,  Corrective  Nose  Surgery, 

LipOSUCtlOn  Surgery  (Fat  Suction  Surgery) 

Dermabrasion,  and  Collagen  Injection. 

Hair  Transplantation 
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Virginia  1'800'533'5524 

Beaver  Creek  Clinic  beaver  creek  plantation  professional  park 

Figsboro  Rd.,  P.O.  Box  3391,  4502  Starkey  Rd.,  Suite  2, 

Martinsville,  V A 24115  Roanoke,  V A 24014 


The  Beginning  of  Something  Big 


Nuclear  magnetic  resonance  has  been  utilized 
by  physicists,  chemists  and  biochemists  since 
1946,  when  Bloch  and  Purcell1,2  and  their  associates 
independently  described  its  use  to  analyze  the 
chemical  and  physical  structure  of  matter.  They 
received  the  1952  Nobel  Prize  for  Physics  because 
of  the  importance  of  their  discovery.  In  1973, 
Lauterbur3  demonstrated  that  magnetic  resonance 
signals  could  be  generated  from  a small  target  in  a 
large  sample,  thus  opening  the  door  for  in  vivo 
nuclear  magnetic  resonance  imaging. 

First  images  of  patients  were  obtained  in  the  mid- 
1970s  and  the  first  clinical  trials  were  conducted  in 
1980,  using  electromagnets  and  what  is  considered 
relatively  low  magnetic  field  strength  by  today’s 
standards.  By  1980,  it  was  apparent  that  the  proce- 
dure could  have  dramatic  clinical  application,  while 
avoiding  some  of  the  potential  risk  of  ionizing 
radiation  in  such  radiographic  procedures  as  com- 
puterized tomography  (CT).  In  recent  years  the 
nomenclature  for  imaging  was  changed  to  magnetic 
resonance  imaging  (MRI),  to  avoid  any  connotation 
of  nuclear  decay  and  its  accompanying  radioactiv- 
ity. 

In  July  of  1982,  on  the  recommendation  of  a task 
force  headed  by  Dr.  Theodore  Keats  of  the  Depart- 
ment of  Radiology,  the  University  of  Virginia  Board 
of  Visitors  approved  the  purchase  of  a Siemens 
Medical  System  1 .0  Tesla  super-conductive  Magne- 
tom  as  an  investigational  device. 

Its  installation  in  the  hospital  setting  posed  prob- 
lems. Inherent  in  the  methodology  is  the  use  of 
high-strength  magnetic  fields  and  radiofrequency 
(RF)  energy.  Signals  from  the  patient  are  received 
as  faint  radiowaves.  The  RF  of  the  signal  is  present 
in  most  environments  and  will  contaminate  or  dis- 
rupt image  generation.  The  high-strength  magnetic 
fields  may  disrupt  the  operation  of  many  other 
devices  in  a radiology  department  or  hospital,  such 
as  TV  screens,  computers,  x-ray  and  nuclear  medi- 
cine equipment.  Also,  moving  metal  objects,  such 
as  elevators  and  metal  carts,  may  distort  the  mag- 
netic field,  resulting  in  marked  deterioration  of 
image  quality. 

At  the  University  of  Virginia  all  these  difficulties 
were  successfully  surmounted  by  installing  the  MR 
unit  in  a former  commercial  building,  with  no 
internal  walls  or  structures  that  would  interfere  with 


easy  installation  of  the  magnet,  a shielded  room, 
and  the  support  facilities.  In  addition,  there  is 
adequate  parking  for  outpatients  and  easy  access 
for  patient  delivery  from  the  University's  inpatient 
sites. 

The  unit  was  turned  over  for  first  use  in  March 
1985.  By  February  1986,  approximately  620  patient 
studies  had  been  performed.  As  of  this  writing,  all 
studies  have  been  done  on  an  investigational  basis, 
using  research  protocols,  with  careful  correlation 
between  MR  studies  and  other  clinical  information, 
including  CT  scans. 

The  clinical  efficacy  of  the  modality  has  been 
proven  at  this  and  other  sites.  We  are  currently 
providing  MRI  services  for  patients  at  the  Universi- 
ty of  Virginia  Hospital  and  for  referred  patients  on  a 
daily  basis.  The  articles  in  this  section  by  Drs. 
Brookeman,  Paling,  and  Cail  are  based  on  that 
experience. 

This  year  we  celebrate  the  91st  anniversary  of  the 
discovery  of  x-ray  by  Wilhelm  Roentgen.  We  con- 
tinue to  discover  new  and  exciting  applications  of  x- 
ray  in  the  diagnosis  and  treatment  of  disease.  Mag- 
netic resonance  imaging  is  in  its  infancy,  and  over 
the  following  decades  we  will  see  many  applications 
not  available  today. 

Charles  D.  Teates,  MD 

1.  Bloch  F.  Nuclear  induction.  Phys  Rev  1946;  70:460- 
473 

2.  Purcell  E,  Torrey  H,  Pound  R.  Resonance  absorption 
by  nuclear  magnetic  moments  in  a solid.  Phys  Rev 
1969;  69:37-38 

3.  Lauterbur  PC.  Image  formation  by  induced  local  inter- 
actions: examples  employing  nuclear  magnetic  reso- 
nance. Nature  1973;242:190-191 

Dr.  Teates  is  director  of  the  Division  of  Medical 
Imaging,  Department  of  Radiology,  University  of  Virgin- 
ia. It  was  he  who  assembled  the  articles  on  magnetic 
resonance  imaging  in  this  section.  The  Editors  gratefully 
acknowledge  his  leadership  in  these  timely  and  useful 
contributions. 

Address  correspondence  to  Dr.  Teates  at  Box  486. 
University  of  Virginia  Medical  Center,  Charlottesville. 
VA  22908. 


See  also  the  related  editorial  and  box  on  pages  356-357. 


342 


VIRGINIA  MEDICAL/JUNE  1986 


VOLUME  113 


MR  I: 

Physical  Principles 
and  Glossary 

James  R.  Brookeman,  PhD, 
Charlottesville,  Virginia 


magnetic  resonance  imaging  (mag-net  ik  rez'o-nans 
im'ij-in)  the  absorption  or  emission  of  electro- 
magnetic energy  by  nuclei  in  a static  magnetic 
field,  after  excitation  by  a suitable  radiofrequency 
magnetic  field. 


Many  physicians,  when 
confronted  for  the  first 
time  with  the  terminolo- 
gy and  basic  concepts  of  magnetic 
resonance  imaging,  go  into  a state 
of  shock  or  disbelief  at  its  apparent 
complexity  and  alien  relationship 
to  any  basic  science  that  they 
learned  in  school.  However,  as 
many  successfully  practicing  MRI 
radiologists  will  note,  it  is  similar  to 
learning  a new  language,  such  as 
French:  Eventually,  if  you  go  over 
the  simple  concepts  and  study  the 
basic  vocabulary  about  60  times  or 

From  the  Division  of  Medical  Imag- 
ing, Department  of  Radiology,  Box 
486,  University  of  Virginia  Medical 
Center,  Charlottesville,  VA  22908. 


more,  you  can  order  a meal  at  the 
restaurant  without  making  a total 
fool  of  yourself. 

Similarly  with  MRI,  if  you  take 
the  time  and  trouble  to  learn  its 
basic  vocabulary,  such  as  the 
meaning  and  use  of  the  terms  TR, 
TE,  TI,  90-  and  180-degree  flip 
angles,  proton  density,  spin-echo, 
the  Tl-  and  T2-weighted  images, 
then  the  MR  images  that  you  view, 
and  the  radiologist’s  report  that 
you  read,  will  begin  to  make  some 
sense. 

The  language  of  MRI  is  complex 
and  arcane  because  much  of  it  is 
derived  from  nuclear  magnetic  res- 
onance, a mature  and  highly  devel- 
oped technology  practiced  with 
great  skill  and  precision  in  many 


advanced  basic  science  research 
laboratories.  The  techniques  that 
have  thus  far  been  transferred  from 
NMR  to  MRI  are  but  a small  sam- 
pling of  what  is  available.  In  the 
next  few  years  we  can  probably 
expect  to  see  many  new  techniques 
for  more  rapid  proton  imaging  and 
for  imaging  of  other  nuclei,  such  as 
sodium-23,  phosphorus-31  and  car- 
bon-13,  leading  to  the  development 
of  a whole  new  field  of  radiology 
called  metabolic  imaging. 

In  an  article  such  as  this  it  is 
obviously  not  practical  to  explain 
the  physics  of  MRI  in  any  great 
detail.  Briefly  stated,  the  signal  in- 
tensity in  an  MR  image  represents 
the  mobile  water  and  lipids  in  the 
biological  tissue.  There  are  three 
tissue  specific  parameters  that 
strongly  modify  this  signal:  the  pro- 
ton density  N,  the  spin-lattice  re- 
laxation time  Tl,  and  the  spin-spin 
relaxation  time  T2.  By  varying  the 
imager  parameters  TR,  TE  and  TI 
in  any  particular  pulse  sequence, 
these  tissue-specific  parameters  N, 
Tl  and  T2  may  be  differently 
weighted  in  the  image.  Conse- 
quently, there  are  at  least  three 
different  types  of  MR  images  that 
may  be  obtained:  for  spin-echo 
pulse  sequences  we  have  for  Tl- 
weighting,  short  TR  and  short  TE; 
for  T2-weighting,  long  TR  and  long 
TE;  and  for  a proton  density  image, 
long  TR  short  TE.  For  the  inver- 
sion recovery  sequences  we  have 
only  Tl-weighting  with  short  TI 
and  TE  and  long  TR. 

The  basic  interaction  in  the  wa- 
ter and  lipids  that  generates  the 
NMR  signals  is  between  a strong 
magnetic  field  that  causes  the  indi- 
vidual proton  nuclei  of  the  atoms  to 
rotate  or  process,  and  short  bursts 
of  tuned  radiofrequency  energy. 
The  cellular  structure  and  molecu- 
lar dynamics  determine  the  rate 
and  coherence  time  of  this  proces- 
sional motion,  which  in  turn  deter- 
mines Tl  and  T2.  The  collective 
motion  of  the  proton  spins  is  de- 
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scribed  in  terms  of  the  net  magneti- 
zation using  the  parameters  Mz  and 
Mxy  for  the  individual  components. 
For  the  cognoscenti,  these  motions 
can  be  described  by  the  laws  of 
classical  physics;  they  are  called  the 
Bloch  equations  after  Felix  Bloch, 
who  formulated  them  in  1946. 


The  accompanying  glossary 
gives  every  term  you  will  ever  want 
to  know  about  MRI  but  have  been 
afraid  to  ask.  In  fact,  it  is  a subset, 
with  a few  modifications  and  addi- 
tions, of  the  360  terms  in  the  glos- 
sary offered  by  the  American  Col- 
lege of  Radiology  for  the  use  of 


physicians  in  reading  the  published 
literature  on  MRI. 

Recommended  Reading 

Young  SW.  Nuclear  Magnetic  Reso- 
nance Imaging — Basic  Principles. 
New  York,  Raven  Press,  1984 
Margulis  AR  et  al  (eds).  Clinical  Mag- 
netic Resonance  Imaging.  San  Fran- 


Glossary 

Bq — a conventional  symbol  for  the  constant  magnetic 
field  of  magnetic  resonance  imaging  system.  Measured 
in  units  of  Tesla,  where  1 Tesla  = 10,000  gauss,  and  for 
reference  the  Earth’s  magnetic  field  has  a strength  of 
about  1 gauss. 

Bj — a conventional  symbol  for  the  radiofrequency  mag- 
netic field  used  in  an  MRI  system. 

Coherence — maintenance  of  a constant  phase  relationship 
between  the  rotating  spins.  Loss  of  phase  coherence  of 
the  spins  results  in  a decrease  in  the  transverse  magneti- 
zation, Mxy,  and  hence  a decrease  in  the  MRI  signal. 

Coil — single  or  multiple  loops  of  wire  designed  either  to 
produce  a magnetic  field  from  a current  flowing  through 
the  wire,  or  to  detect  a changing  magnetic  field  by  a 
voltage  induced  in  the  wire. 

Contrast — contrast  can  be  defined  as  the  relative  differ- 
ence of  the  signal  intensities  in  two  adjacent  regions.  In  a 
general  sense,  we  can  consider  image  contrast,  where 
the  strength  of  the  image  intensity  in  adjacent  regions  of 
the  image  is  compared,  or  object  contrast,  where  the 
relative  values  of  a parameter  affecting  the  image  (such 
as  spin  density  or  the  relaxation  times  T1  and  T2)  in 
corresponding  adjacent  regions  of  the  object  are  com- 
pared. If  the  two  intensities  are  J1  and  J2,  a useful 
quantitative  definition  of  contrast  is  (J 1 - J2)/(J1  + J2). 

Excitation — putting  energy  into  the  spin  system;  if  a net 
transverse  magnetization  Mxy  is  produced,  an  MRI 
signal  can  be  observed. 

Flip  angle — amount  of  rotation  of  the  macroscopic  mag- 
netization vector  Mo  produced  by  an  RF  pulse,  usually 
90  or  180  degrees  but  can  be  other  angles. 

Fourier  transform  (FT) — a mathematical  procedure  to 
obtain  the  separate  amplitudes  of  the  individual  frequen- 
cy components  of  a signal.  Equivalent  to  the  spectral 
analysis  of  the  MRI  time  domain  data. 

Fourier  transform  imaging — MRI  imaging  techniques  in 
which  one  spatial  dimension  is  phase  encoded  by  apply- 
ing variable  gradient  pulses  along  that  dimension,  before 
frequency  encoding  the  MRI  signal  with  a readout 
gradient  magnetic  field  perpendicular  to  the  variable 
phase  encoding  gradient.  The  Fourier  transform  is  then 


used  to  reconstruct  an  image  from  the  set  of  spatially 
encoded  MRI  signals.  An  imaging  technique  of  this  type 
is  known  as  spin-warp  imaging. 

Free  induction  decay  (FID) — if  transverse  magnetization 
of  the  spins,  Mxy,  is  produced,  e.g.,  by  a 90  pulse,  a 
transient  MRI  signal  will  result  that  will  decay  toward 
zero  with  a characteristic  time  constant  T2;  this  decay- 
ing signal  is  the  FID. 

Frequency  (f) — the  number  of  cycles  per  second  of  the 
electromagnetic  radiation.  The  units  are  cps  or  Hertz 
(Hz).  It  is  related  to  angular  frequency,  w,  by  f = wI2tt. 

Gradient  coils — current-carrying  coils  designed  to  pro- 
duce a desired  gradient  magnetic  field,  so  that  the 
magnetic  field  will  be  stronger  at  some  locations  than  at 
others.  Measured  in  units  of  mT/m  (milli-Tesla  per 
meter). 

Hertz  (Hz) — frequency  of  one  cycle  per  second. 

Hydrogen  density — see  spin  density. 

Interpulse  time — times  between  successive  RF  pulses 
used  in  pulse  sequences.  Particularly  important  are:  TR, 
the  repetition  time,  the  time  between  repetitions  of  the 
pulse  sequences;  TE,  the  echo  time,  the  time  between 
the  excitation  pulse,  usually  90  degrees,  and  the  spin 
echo;  TI,  the  inversion  time,  the  time  between  the 
inverting  180-pulse  and  the  90-degree  pulse  in  an  inver- 
sion-recovery sequence. 

Inversion  recovery  (IR) — pulse  MRI  technique  which  be- 
gins by  inverting  the  magnetization  with  a 180-degree 
pulse  and  then,  after  a time  TI,  measures  the  Tl- 
controlled  recovery  of  the  magnetization  Mz  to  equilibri- 
um. This  sequence  provides  an  image  with  twice  the  Tl- 
weighting  discrimination  of  the  short  TR  and  short  TE 
spin-echo  sequence,  but  at  the  expense  of  a longer 
imaging  time. 

Kilohertz  (KHz) — unit  of  frequency;  equal  to  1,000  hertz. 

Larmor  equation — states  that  the  frequency,  f,  of  preces- 
sion of  the  nuclear  magnetic  moment  is  proportional  to 
the  applied  magnetic  field  B0.  f = yBo/27r  (hertz)  or  w = 
yB0  (radians  per  second).  Where  f or  w is  the  frequency, 
y is  the  gyromagnetic  ratio,  and  B0  is  the  applied 
magnetic  field. 
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Larmor  frequency  (w  or  f) — the  frequency  at  which  mag- 
netic resonance  can  be  excited;  given  by  the  Larmor 
equation.  By  varying  the  magnetic  field  across  the  body 
with  a gradient  magnetic  field,  the  corresponding  varia- 
tion of  the  Larmor  frequency  can  be  used  to  encode 
position.  For  protons  (hydrogen  nuclei),  the  Larmor 
frequency  in  a field  of  1 Tesla  is  42.58  Mhz. 

Longitudinal  magnetization  (Mz) — component  of  the  mac- 
roscopic magnetization  vector  along  the  static  magnetic 
field  B0.  Following  excitation  by  an  RF  pulse,  Mz  will 
recover  to  its  equilibrium  value  M0,  with  a characteristic 
time  constant  Tl. 

Longitudinal  relaxation — return  of  the  longitudinal  mag- 
netization Mz  to  its  equilibrium  value  after  excitation; 
requires  exchange  of  energy  between  the  nuclear  spins 
and  the  lattice  (or  biologic  tissue). 

Macroscopic  magnetization  vector  M — net  magnetic  mo- 
ment per  unit  volume  (a  vector  quantity)  of  a sample  in  a 
given  region,  considered  as  the  integrated  effect  of  all 
the  individual  microscopic  nuclear  magnetic  moments. 

Magnetic  field  (B0) — The  region  surrounding  a magnet  is 
endowed  with  certain  properties.  One  is  that  a small 
magnet  in  such  a region  experiences  a torque  that  tends 
to  align  it  in  a given  direction.  Magnetic  field  is  a vector 
quantity;  the  direction  of  the  field  is  defined  as  the 
direction  that  the  north  pole  of  a small  magnet  points 
when  in  equilibrium. 

Magnetic  moment — a measure  of  the  net  magnetic  proper- 
ties of  an  object  or  particle.  A nucleus  with  an  intrinsic 
spin  (i.e.,  an  even-odd  or  odd-odd  number  of  protons 
and  neutrons)  will  have  an  associated  magnetic  dipole 
moment,  so  that  it  will  experience  a torque  in  a magnetic 
field. 

Megahertz  (Mhz) — unit  of  frequency,  equal  to  1 million 
hertz. 

Magnetic  resonance  imaging  (MRI) — the  absorption  or 
emission  of  electromagnetic  energy  by  nuclei  in  a static 
magnetic  field,  after  excitation  by  a suitable  RF  magnet- 
ic field.  The  peak  resonance  frequency  is  proportional  to 
the  applied  magnetic  field  B0,  and  is  given  by  the  Larmor 
equation.  Only  nuclei  with  non-zero  spin  exhibit  MRI. 

MRI  signal — electromagnetic  signal  in  the  radiofrequency 
range  produced  by  the  precession  of  the  transverse 
magnetization  Mxy  of  the  spins.  The  precession  of  Mxy 
about  the  applied  field  B0  induces  a voltage  in  a coil, 


which  is  amplified  and  demodulated  by  the  receiver. 

Proton  density — see  spin  density. 

Pulse  sequences — set  of  RF  (and/or  gradient)  magnetic 
field  pulses  and  time  spacings  between  these  pulses; 
used  in  conjunction  with  gradient  magnetic  fields  and 
MRI  signal  reception  to  produce  NMR  images. 

Radiofrequency  (RF) — part  of  the  electromagnetic  wave 
spectrum.  The  RF  used  in  MRI  is  commonly  in  the  10- 
100  megahertz  (MHz)  range.  The  principal  effect  of  RF 
on  the  body  is  power  deposition  in  the  form  of  dielectric 
heating;  this  is  an  area  of  concern  for  safety  limits, 
especially  at  high  frequency  and  rapid  pulse  rates. 

Relaxation  times — after  excitation,  the  spins  will  tend  to 
return  to  their  equilibrium  distribution,  in  which  there  is 
no  transverse  magnetization  Mxy,  and  the  longitudinal 
magnetization  Mz  is  at  its  maximum  value  oriented  in  the 
direction  of  the  static  magnetic  field  B0.  It  is  observed 
that  in  the  absence  of  applied  RF,  the  transverse  magne- 
tization, Mxy,  decays  toward  zero  with  a characteristic 
time  constant  T2,  and  the  longitudinal  magnetization, 
Mz,  returns  to  the  equilibrium  value  Mq  with  a character- 
istic time  constant  TL 

RF  coil — used  for  transmitting  RF  pulses  and/or  receiving 
MRI  signals.  Most  commonly  used  are  the  saddle  or 
solenoid  configuration  for  the  body  and  head  coils,  and 
the  flat  surface  coil  for  the  spine  and  orbit. 

RF  pulse — brief  burst  of  RF  magnetic  field  B delivered  by 
RF  transmitter.  For  RF  frequency  near  the  Larmor 
frequency,  it  will  result  in  rotation  of  the  macroscopic 
magnetization  vector  about  B.  The  amount  of  rotation 
will  depend  on  the  strength  and  duration  of  the  RF  pulse; 
commonly  used  examples  are  90-  and  180-degree  pulses. 

SE — see  spin  echo. 

Spin  density  (N) — the  density  of  resonating  spins  in  a 
given  region;  one  of  the  principal  determinants  of  the 
strength  of  the  MRI  signal  from  the  region.  The  terms 
spin  density,  proton  density  and  hydrogen  density  are 
used  interchangeably. 

Spin  echo — reappearance  of  an  MRI  signal  after  the  FID 
has  died  away,  as  a result  of  the  effective  reversal  of  the 
dephasing  of  the  spins.  This  is  achieved  by  techniques 
such  as  the  90-180  Hahn  echo  sequence,  or  the  90-180- 
180-.  . . . Carr- Purcell  (CP)  echo  train  or  the  gradient 
echo  obtained  by  reversal  of  the  gradient  magnetic  field. 

continued  on  next  page 


VOLUME  113 


VIRGINIA  MEDICAL/JUNE  1986 


345 


T2  can  be  determined  without  contamination  by  the 
effects  of  the  magnet  inhomogeneities  from  a series  of 
Hahn  echos  obtained  at  different  TEs,  or  from  a train  of 
echos  obtained  in  one  CP  multi-echo  sequence. 

T1  (“T-one”) — spin-lattice  or  longitudinal  relaxation 
time;  the  characteristic  time  constant  for  spins  to 
achieve  an  equilibrium  alignment  with  the  applied  mag- 
netic field  B0.  Starting  from  zero  magnetization  in  the  z 
direction  (i.e.,  after  a 90-degree  pulse  when  Mz  = 0),  Mz 
will  grow  to  63%  of  its  final  maximum  value  M0  in  a time 
Tl.  This  can  be  described  by  the  equation,  Mz  = M0  (1  - 
e~t/T1),  where  t = time  for  one  pulse  or  TR  for  a multi- 
pulse imaging  sequence. 

Tl-weighted  image — an  image  generated  by  a pulse  se- 
quence that  does  not  allow  the  magnetization  Mz  of  the 
tissues  of  interest  to  attain  their  equilibrium  values. 
Contrast  in  the  image  is  determined  by  the  differential  Tl 
values  of  the  tissues,  with  short  Tl  tissues,  such  as  fat, 
appearing  bright.  The  inversion  recovery  sequence  pro- 
vides the  greatest  Tl  weighting  with  a short  Tl  value. 
The  spin-echo  sequence  with  a short  TR  and  short  TE  is 
also  a Tl-weighted  image. 

T2  (“T-two”) — spin-spin  or  transverse  relaxation  time; 
the  characteristic  time  constant  for  loss  of  phase  coher- 
ence among  spins  oriented  at  an  angle  to  the  static 
magnetic  field,  due  to  interactions  between  the  spins, 
with  resulting  decay  of  the  transverse  magnetization  Mxy 
and  MRI  signal.  Starting  from  a finite  value,  the  trans- 
verse magnetization  Mxy  will  decay  so  that  it  loses  63% 
of  its  initial  value  in  a time  T2. 

T2-weighted  image — an  image  generated  by  a pulse  se- 
quence with  a long  TR  and  long  echo  time  TE,  so  that 
only  those  tissues  with  a sufficiently  long  T2  value  will 
still  have  any  remaining  transverse  magnetization  Mxy  to 
contribute  to  the  spin-echo  signal.  When  the  TE  value  is 
extended  beyond  100  msec,  the  image  obtained  is  re- 
ferred to  as  a heavily  T2-weighted  or  marked  T2-weight- 
ed  image.  This  latter  type  of  image  gives  improved 
demonstration  of  brain  lesions,  tumor,  and  edema  be- 
cause of  their  longer  T2  values  relative  to  normal  brain. 

TE — echo  time.  Time  between  the  90-degree  pulse  and  the 
middle  of  the  spin  echo.  For  multiple  echos  use  TE1, 
TE2.  . . 

Tesla  (T) — the  preferred  unit  of  magnetic  field.  One  Tesla 
is  equal  to  10,000  gauss,  where  the  Earth’s  magnetic 
field  has  a strength  of  about  1 gauss. 

Tl — inversion  time.  Time  after  180-degree  inverting  RF 
pulse  to  90-degree  pulse  in  the  inversion  recovery  se- 
quence 180-90-180.  . . 

Transverse  magnetization  (Mxy) — component  of  the  mac- 
roscopic magnetization  vector  at  right  angles  to  the 
static  magnetic  field  B0.  Precession  of  the  transverse 
magnetization  at  the  Larmor  frequency  is  responsible 
for  the  detectable  MRI  signal.  The  transverse  magneti- 
zation Mxy  will  decay  to  zero  with  a characteristic  time 
constant  T2. 


▼ Fig.  1.  Midline  sagittal  magnetic  reso- 
nance image  showing  cervical  mass  (ar- 
rows) sharply  demarcated  on  all  bound- 
aries, with  air  in  vaginal  fornices 
(arrowheads)  separating  tumor  from  un- 
involved rectum  behind.  Uninvolved 
uterine  body  (U)  shows  markedly  differ- 
ent signal  intensity. 
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MRI: 

Applications  in 
Soft  Tissue  Anatomy 

Michael  R.  Paling,  MD, 
Charlottesville , Virginia 


With  the  ability  to  image  in  any  anatomic  plane 
and  enhanced  spatial  resolution,  MRI  offers  diagnos- 
tically superior  images  for  soft  tissue  pathology  of 
the  head  and  neck,  thorax,  abdomen,  pelvis,  and 
extremities. 


Magnetic  resonance  im- 
ages contain  information 
on  multiple  physical  pa- 
rameters which  distinguish  one  tis- 
sue component  from  another.  Pro- 
ton density,  the  relaxation  time 
constants  T1  and  T2,  and  blood 
flow  are  the  major  determining  fac- 
tors in  signal  intensity.  Proton  den- 
sity is  the  primary  means  of  identi- 
fying structure  by  MRI,  while 
different  tissues  will  exhibit  differ- 
ing T1  and  T2  values  due  to  modifi- 
cation of  the  molecular  motion  of 


From  the  Division  of  Medical  Imag- 
ing, Department  of  Radiology,  Box 
486,  University  of  Virginia  Medical 
Center,  Charlottesville  Va  22908. 


the  water  and  lipid  molecules  asso- 
ciated with  the  tissues. 

Spin-echo  MRI  provides  proton 
density  images  weighted  by  T1  and 
T2  to  varying  extents  depending  on 
the  choices  for  the  pulse  repetition 
time  TR  and  the  echo  delay  time 
TE.  Images  made  with  a short  TR 
and  a short  TE  will  have  contrast 
differences  weighted  by  differing 
T1  relaxation  times,  while  images 
made  with  long  TR  and  a long  TE 
will  have  T2  weighting.  Long-pulse 
repetition  times  with  short-echo 
delayed  times  will  weigh  the  im- 
ages towards  proton  density.  It  fol- 
lows, therefore,  that  a single  pulse 
sequence  cannot  maximize  all 
three  determinants  of  contrast  and 
that  data  from  multiple  sequences 
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must  be  amalgamated  to  obtain 
maximal  tissue  discrimination. 

By  means,  then,  of  the  improved 
soft  tissue  contrast  available  from 
multiple  MR  imaging  sequences,  a 
new  diagnostic  field  has  been 
opened  which  holds  great  promise 
in  body  imaging.  Two  further  ad- 
vantages of  MRI  over  other  imag- 
ing techniques  should  be  men- 
tioned. First,  the  ability  to  image 
directly  in  any  anatomic  plane  is  a 
considerable  advantage.  For  exam- 
ple, in  the  pelvis  direct  sagittal  im- 
ages are  of  considerable  diagnostic 
value  in  the  evaluation  of  horizon- 
tally orientated  structures,  such  as 
the  dome  of  the  bladder  or  the 
pelvic  floor  with  its  attendant  or- 
gans. Second  is  the  already  proven 
value  in  the  use  of  surface  coils  to 
produce  images  with  a spatial  reso- 


lution superior  to  that  obtainable 
with  computed  tomography,  for  ex- 
ample. Surface  coils  are  physically 
small  radiofrequency  receiving 
coils  that  provide  a high  signal-to- 
noise  ratio  for  adjacent  tissues  and 
enable  the  generation  of  images  of 
extremely  high  quality  within  the 
immediate  vicinity  of  the  coil  itself. 
Although  surface  coils  have  a re- 
stricted field  of  view,  the  image 
quality  in  that  field  may  be  quite 
startling. 

What  then  are  the  useful  applica- 
tions of  body  MR  imaging?  Ana- 
tomic images  of  resolution  compa- 
rable to  CT  or  ultrasound  may  be 
obtained  of  any  body  organ  sys- 
tem, and  literature  is  already  re- 
plete with  demonstrations  of  the 
efficacy  of  MRI  in  diagnosing 
pathologic  conditions  affecting  the 


soft  tissues  of  the  head  and  neck, 
thorax,  abdomen,  pelvis,  and  the 
extremities.  Let  us  consider  some 
examples. 

In  both  the  male  and  female  pel- 
vis, benign  and  malignant  mass  le- 
sions may  be  demonstrated  with  a 
clarity  hitherto  impossible.  The  ex- 
act confines  of  any  mass  lesion 
may  be  accurately  represented  in 
both  transverse,  sagittal,  and  cor- 
onal planes  and  the  exact  relations 
of  such  a mass  to  other  abdominal 
organs  accurately  evaluated. 

In  Figure  1 we  demonstrate  a 
uterine  cervical  carcinoma  seen  on 
a midline  sagittal  MR  scan  with  T2 
weighting.  Elegant  demonstration 
of  the  extent  of  the  mass  enabled 
definitive  radiation  treatment  plan- 
ning in  this  case.  This  is  a point  to 
be  stressed,  for  traditional  imaging 
modalities  have  sometimes  left  the 
radiation  therapist  unclear  as  to 
whether  or  not  his  treatment  por- 
tals were  adequate.  However,  as  in 
this  illustrative  example,  the  graph- 
ic delineation  of  a gynecologic 
mass  lesion  in  three  dimensions 
may  be  of  great  assistance  in  ensur- 
ing treatment  adequacy. 

Another  example  of  the  value  of 
multiplanar  imaging  is  shown  in 
Figure  2.  In  this  case  of  uterine 
cervical  carcinoma,  the  CT  scan 
was  equivocal  for  the  presence  of 
pelvic  lymphadenopathy.  The  cor- 
onal MR  scan  was  unequivocal, 
however,  in  showing  bilateral  iliac 
lymph  note  enlargement,  illustrat- 
ing the  unsurpassed  ability  of  MR 
in  imaging  the  pelvic  side  walls. 

In  the  upper  abdomen,  prelimi- 
nary work  on  the  detection  of  he- 
patic metastasis  by  proton  spec- 
troscopic imaging,  which  is  a 
method  of  improving  contrast  be- 
tween normal  liver  parenchyma 
and  metastatic  deposits,  has  al- 
ready disclosed  increased  sensitiv- 
ity for  this  method  when  compared 
to  computed  tomography.  MR  im- 
aging of  the  liver  may  already  be 
recommended  for  patients  with 


A Fig.  2.  Bilateral  enlarged  lymph  nodes  (arrows)  depicted  on  direct  coronal  MR 
image.  P = psoas  muscles,  U = uterus,  F = femoral  heads. 
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A Fig.  3A.  Inhomogenous  4-cm  mass  (arrows)  shown  within 
pancreatic  head  on  transverse  MR  image.  Vessels  with  rapidly 
flowing  blood  appear  black.  Aorta  (A)  and  IVC  (C)  receiving 


both  renal  veins  (R).  Superior  mesenteric  artery  and  vein 
(curved  arrows)  clearly  patent,  as  is  portal  vein  (P).  Fig.  3B 
confirms  patency  of  splenic  vein  (SV)  behind  pancreatic  body. 


equivocal  CT  findings,  and  for  pa- 
tients in  whom  there  is  persistent 
clinical  suspicion  of  hepatic  metas- 
tases  despite  a negative  CT  exami- 
nation. It  may  well  be  that  in  the 
future,  magnetic  resonance  may  re- 
place other  imaging  modalities  as  a 
screening  procedure  for  the  detec- 
tion of  hepatic  metastases. 

Vascular  anatomy  may  be  excel- 
lently depicted  without  recourse  to 
intravenous  contrast  media,  be- 
cause flowing  blood  itself  acts  as  a 
contrast  material  on  MR  images. 
The  MR  imaging  evaluation  of  ve- 
nous abnormalities  in  particular  is 
accurate  and  easily  performed. 
Vascular  obstruction  in  both  arter- 
ies and  veins  can  be  demonstrated 
without  the  need  for  contrast.  In 
large  vessels  such  as  the  inferior 
vena  cava,  both  tumor  and  blood 
clot  thrombus  may  be  visualized  so 
that,  for  instance,  venous  invasion 
by  renal  cell  carcinoma  may  be 
usefully  shown  where  this  is  criti- 
cal to  patient  management.  In  simi- 
lar fashion,  assessment  of  vascular 
involvement  may  be  important  in 
determining  treatment  for  a pancre- 
atic mass,  as  shown  in  Figs.  3A  and 
3B.  In  this  case,  all  the  major  ves- 
sels adjacent  to  this  pancreatic 
head  mass  are  patent. 

Elegant  images  of  congenital  car- 


diac abnormalities  may  accurately 
depict  anatomy  without  the  need 
for  arteriography,  and  MR  may  ul- 
timately become  the  imaging  mo- 
dality of  choice  in  the  evaluation  of 
such  problems.  In  the  adult  heart, 
areas  of  myocardial  infarction  may 
be  imaged,  and  by  means  of  se- 
quential imaging  the  mobility  of  the 
wall  of  the  heart  may  be  evaluated. 

Moving  to  the  extremities,  MR 
offers  an  unparalleled  method  of 
depicting  soft  tissue  anatomy.  In 
Figure  4,  a fibrosarcoma  originat- 
ing in  the  posterior  compartment  of 
the  lower  leg  is  shown.  Note  how 
clearly  the  intermuscular  soft  tis- 
sue planes  are  shown,  and  how 
well  the  confines  of  the  mass  itself 
are  depicted. 

The  human  breast  is  an  ideal 
organ  for  surface  coil  imaging. 
Work  is  already  in  progress  at  the 
University  of  Virginia  to  evaluate 
the  place  of  magnetic  resonance 
imaging  in  the  diagnosis  of  breast 
carcinoma.  Although  mammogra- 
phy is  accurate  in  detecting  90%  of 
cancers,  patients  with  dense  glan- 
dular breasts  may  be  hard  to  evalu- 
ate both  clinically  and  by  mammog- 
raphy and  present  a diagnostic 
dilemma.  Early  magnetic  reso- 
nance studies  both  in  vitro  and  in 
vivo  have  been  encouraging  in 


A Fig.  4.  Transverse  MR  scan  through 
lower  leg  shows  inhomogenous  mass  (ar- 
rows) in  calf.  T = tibia,  F = fibula. 


showing  that  benign  and  malignant 
processes  may  be  differentiated. 

Our  current  study  compares  clin- 
ical examination,  mammography, 
and  MRI  of  the  breast  in  an  initial 
series  of  patients  with  a breast 
mass  that  will  go  onto  biopsy.  Ad- 
vanced imaging  processing  tech- 
niques are  being  applied  to  the  MR 
data  to  identify  and  characterize 
malignant  breast  tumors  from  be- 
nign solid  lesions.  The  hypothesis 
of  this  research  is  that  MRI  will 
yield  data  able  to  discriminate 
small  breast  carcinomas  from 
the  background  pattern  of  a ra- 
diographically dense,  glandular 
breast. 
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MR  I: 

Central  Nervous  System 
Applications 

Wayne  S.  Cail,  MD, 
Charlottesville,  Virginia 


The  diagnostic  challenges  of  multiple  sclerosis, 
posterior  fossa  mass,  and  cervical  myelopathy  illus- 
trate how  the  advantages  of  MRI  can  be  exploited  in 
evaluating  clinical  problems  of  the  central  nervous 
system. 


Neuroradiology  was  revo- 
lutionized in  the  1970s  by 
the  advent  of  x-ray  com- 
puted tomography.  Initially  applied 
only  to  the  head,  intracranial  anat- 
omy and  pathology  could  be  de- 
picted in  thin  tomographic  sec- 
tions. The  presence  of  a mass 
lesion  could  be  detected  more  sen- 
sitively by  analysis  of  CT  scans 
than  by  observing  vascular  dis- 
placements on  a cerebral  arterio- 
gram or  distortion  of  cerebrospinal 
fluid  spaces  on  a pneumoencepha- 
logram. High-resolution  x-ray  CT 

From  the  Section  of  Neuroradiology, 
Department  of  Radiology,  Box  170, 
University  of  Virginia  Medical  Center, 
Charlottesville  VA  22908. 


further  improved  our  ability  to 
study  structures  in  the  posterior 
fossa,  sella  turcica,  orbits  and  spi- 
nal canal.  Combined  with  the  use 
of  intrathecal  water-soluble  con- 
trast, sensitive  detailed  examina- 
tions of  the  spinal  cord  and  sub- 
arachnoid space  also  became 
possible.  Nevertheless,  it  already 
appears  that  magnetic  resonance 
imaging  in  the  1980s  will  be  able  to 
match  and  in  some  cases  surpass  x- 
ray  CT  in  studying  diseases  of  the 
central  nervous  system. 

MRI  Versus  CT 

In  evaluation  of  the  brain  and 
spinal  cord,  MRI  has  several  ad- 


vantages over  CT.  MRI  inherently 
has  greater  soft  tissue  contrast  sen- 
sitivity. This  is  readily  evident  in 
T1  weighted  images  of  normal  anat- 
omy using  either  an  inversion  re- 
covery pulsing  sequence  or  a very 
short  TR  spin-echo  pulsing  se- 
quence. Of  even  greater  impor- 
tance, however,  is  the  sensitivity  to 
differences  between  normal  and 
pathologic  tissue  evident  on  T2 
weighted  spin-echo  pulsing  se- 
quences. 

In  x-ray  CT,  the  tomographic 
sections  are  always  parallel  to  the 
plane  of  the  gantry  aperture.  In 
most  applications,  the  images  are 
therefore  transverse  to  the  long 
axis  of  the  patient.  Hyperextension 
of  the  patient’s  neck  will  permit 
direct  coronal  images  of  the  head  to 
be  obtained,  but  sagittal  images  are 
not  generally  possible.  Sagittal, 
coronal,  and  para- axial  computer 
reformatted  images  can  be  generat- 
ed, but  even  when  they  are  based 
upon  multiple,  very  thin,  contigu- 
ous, transverse  slices,  their  spatial 
resolution  remains  inferior  to  that 
of  direct  scans.  In  MRI,  sagittal 
and  coronal  scans  can  be  obtained 
as  easily  as  transverse  scans  with- 
out changing  the  patient’s  position. 
This  is  especially  valuable  in  evalu- 
ating structures  along  the  skull 
base,  in  the  posterior  fossa,  and  in 
the  spinal  canal. 

X-ray  CT  has  always  been  ham- 
pered by  bone-related  beam-hard- 
ening artifacts.  This  is  invariably 
present  in  transverse  images  of  the 
posterior  fossa  as  dark  streak  arti- 
facts extending  across  the  brain- 
stem between  the  petrous  bones 
(Fig.  1).  Cupping  artifact  produces 
apparent  high  density  in  portions  of 
brain  immediately  adjacent  to  the 
skull  (Fig.  2).  In  MRI,  cortical  bone 
produces  negligible  signal,  provid- 
ing artifact-free  images  of  the  brain 
stem  and  brain  surfaces. 

In  x-ray  CT,  normal  blood  ves- 
sels and  vascular  lesions  are  reli- 
ably seen  only  after  administration 
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A Figs.  1 and  2.  Transverse  CT  scans 
through  posterior  fossa,  with  Figure  1 
(left)  showing  dark  streak  artifacts 
through  brainstem  due  to  x-ray  beam 
hardening.  In  Figure  2,  apparent  high 
density  in  cerebellum  is  “cupping”  arti- 
fact (arrows). 


Fig.  3A  (left).  Coronal  spin-echo  image  (TR  1.5  sec;  TE  35 
msec).  Large  aneurysm  in  middle  cranial  fossa  has  areas  of 
high  intensity  (white  arrow)  in  wall  representing  thrombus. 
Aneurysm  center  (A)  has  no  signal  due  to  flowing  blood. 


Fig.  3B.  Coronal  spin-echo  image  (TR  1.5  sec;  TE  70  msec). 
High  intensity  region  within  aneurysm  lumen  represents  tur- 
bulent blood  flow  traveling  in  plane  of  image. 


► Figs.  4A  and  4B.  Sagittal  spin-echo 
images.  In  Figure  4A  (left),  posterior 
fossa  structures  are  obscured  by  loss  of 
signal  due  to  metal  hair  clips  but  are 
revealed  in  Figure  4B  after  removal  of 
clips.  High  intensity  lesion  (arrow)  ante- 
rior to  midbrain  is  a lipoma. 


A Fig.  5.  Transverse  T2-weighted  spin-echo  image.  Abnormal  high  signal  intensi- 
ties, indicating  long  T2  relaxation  times,  in  periventricular  white  matter  (open 
arrows)  and  left  internal  capsule  (solid  arrow)  represent  areas  of  demyelination. 


of  intravenous  contrast.  In  MRI, 
vascular  structures  are  routinely 
depicted  as  areas  of  signal  void  due 
to  blood  flow.  Alterations  in  the 
usual  low  signal  intensity  using  dif- 
ferent pulsing  sequences  can  even 
characterize  flow  as  laminar  or  tur- 
bulent (Figs.  3A  and  3B). 

On  the  other  hand,  MRI  does 
have  some  disadvantages  com- 
pared to  CT  which  affect  its  appli- 
cation in  patients  with  central  ner- 
vous system  disorders.  Foremost 
among  these  is  the  long  data  aquisi- 
tion  time.  X-ray  CT  scans  are  ob- 
tained as  single  slices  with  data 
collection  requiring  as  short  a time 
as  2 seconds.  Routine  MRI  pulse 
sequences  require  2 to  15  minutes 
of  data  collection.  While  multiple 
slices  may  be  obtained  simulta- 
neously, any  patient  movement 
during  this  time  period  will  destroy 
the  images.  Since  several  se- 
quences and/or  imaging  planes  may 
be  used,  most  examinations  de- 
mand at  least  an  hour  of  great  pa- 
tient cooperation.  Many  patients 
with  CNS  disorders  are  not  capable 
of  this.  Furthermore,  approximate- 
ly 5%  of  otherwise  cooperative  pa- 
tients will  not  be  able  to  participate 
because  of  claustrophobia  induced 
by  the  confines  of  the  machine. 


A Fig.  8A  (left),  Transverse  CT  scan.  Fourth  ventricle  is  flattened  in  left  side  by  glioma  in  pons.  Fig.  8B  (center).  Transverse 
spin-echo  image  (TR  1.5  sec;  TE70  msec).  Abnormal  high  signal  intensity  within  enlarged  pons  represents  tumor.  Fig.  8C. 
Sagittal  spin-echo  image  (TR  0.5  sec;  TE  35  msec).  Extent  of  brainstem  enlargement  is  clearly  demonstrated. 
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▲ Fig.  6.  Transverse  T2-weighted  spin-echo  image.  Areas  of  demyelination  contigu- 
ous to  body  and  frontal  horns  of  laterial  ventricles  produce  “lumpy-bumpy” 
appearance. 


A Fig.  7.  Transverse  inversion  recovery 
image.  Areas  of  demyelination  in  cere- 
bellar peduncles  and  pons  have  low  sig- 
nal intensity  (arrows). 

Patients  not  suitable  for  MRI  be- 
cause of  the  strong  magnetic  field 
environment  include  those  with 
metallic  intracranial  aneurysm 
clips  or  pacemakers  and  those  re- 
quiring life  support  devices.  Im- 
ages of  patients  with  other  implant- 
ed metallic  devices  will  be 
degraded  by  localized  areas  of  sig- 
nal void  (Figs.  4A  and  4B). 

While  bone  does  not  produce  ar- 
tifacts in  MRI,  the  poor  depiction 
of  cortical  bone  can  be  a disadvan- 
tage when  evaluating  bony  struc- 
tures which  affect  the  brain  or  spi- 
nal cord.  This  is  particularly 
relevant  in  studies  of  the  spine  and 
cranio-cervical  junction.  Similari- 
ly,  calcification  within  a lesion, 
which  is  so  exquisitely  seen  with 
CT,  may  not  be  conspicuous  with 
MRI.  Thus  a valuable  clue  to  the 
presence  and  nature  of  a lesion 
may  be  lost. 

In  many  applications,  MRI  can- 
not presently  equal  the  spatial  reso- 
lution of  CT.  It  is  expected,  howev- 
er, that  future  developments  in 
computer  software  and  coil  design 
combined  with  optimized  field 
strength  will  overcome  this  limita- 
tion in  MRI  for  resolving  soft  tissue 
structures. 


Clinical  Advantages  of  MRI 

At  our  present  level  of  knowl- 
edge and  in  face  of  almost  constant 
technical  improvements,  it  is  not 
possible  to  describe  the  sensitivity 
and  specificity  of  MRI  in  the  many 
disease  categories  affecting  the 
central  nervous  system.  However, 
we  can  demonstrate  how  the  ad- 
vantages of  MRI  can  be  exploited 
in  evaluating  several  clinical  prob- 
lems. 

Multiple  Sclerosis 

Multiple  sclerosis  is  a wide- 
spread demyelinating  disease  of  the 
central  nervous  system  consisting 
of  lesions  widely  separated  in  loca- 


tion as  well  as  time  of  onset.  Be- 
cause its  symptoms  are  variable 
and  often  transient,  early  diagnosis 
poses  a difficult  challenge  to  the 
clinician.  The  diagnosis  depends  on 
the  demonstration  by  history, 
physical  examination,  and  labora- 
tory evaluation  of  multifocal  acute 
and  chronic  inflammatory  lesions. 

CT  of  the  brain  has  been  used  to 
detect  some  MS  plaques.  Howev- 
er, small  low-density  plaques  often 
are  not  visualized  and  even  large 
periventricular  plaques  may  appear 
inseparable  from  the  outline  of  the 
ventricular  wall.  Some  demyelinat- 
ing plaques  enhance  following  in- 
travenous injection  of  iodinated 
contrast  material,  especially  when 
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A Fig.  9.  Sagittal  spin-echo  image  (TR 
0.5  sec;  TE  35  msec).  Malformed  cere- 
bellar tonsils  extend  through  foramen 
magnum  to  level  of  C2  Chiari  I malfor- 
mation). 

high  doses  and  delayed  scanning 
are  used,  but  this  occurs  only  dur- 
ing an  acute  exacerbation  when  the 
blood-brain  barrier  is  disrupted. 
After  the  acute  phase,  the  enhance- 
ment resolves  and  the  plaques  fre- 

▼ Fig.  10.  Sagittal  spin-echo  image  (TR 
0.5  sec;  TE  35  msec).  Spondylytic  osteo- 
phytes and  disk  protrusions  compress 
spinal  cord  at  multiple  levels. 


quently  are  no  longer  visible  on 
CT.  CT  has  not  been  able  to  detect 
MS  plaques  within  the  brain  stem, 
cerebellum,  or  spinal  cord. 

Many  reports  have  indicated  that 
MRI  is  more  sensitive  in  detecting 
MS  plaques  in  patients  with  multi- 
ple sclerosis.  On  T2-weighted  spin- 
echo  images,  lesions  appear  as  dis- 
crete areas  of  high  signal  intensity, 
representing  a long  T2  relaxation 
time,  compared  with  a darker  nor- 
mal surrounding  white  matter  (Fig. 
5). 

The  lesions  have  a predilection 
for  bilateral,  periventricular  distri- 
bution. Lesions  contiguous  with 
the  body  and  frontal  horn  of  the 
lateral  ventricles  producing  a 
“lumpy-bumpy”  appearance  are 
most  common  (Fig.  6).  Supraven- 
tricular white  matter  is  also  fre- 
quently involved.  Lesions  within 
the  cerebellum,  brain  stem,  and 
even  the  cervical  spinal  cord  have 
also  been  demonstrated  (Fig.  7). 

It  would  thus  appear  that  MRI  is 
a sensitive  test  for  demonstrating 
demyelinating  plaques  within  the 
brain  and  cervical  spinal  cord, 
based  upon  the  results  in  patients 
with  a definite  clinical  diagnosis  of 
MS.  However,  we  do  not  yet  know 
its  absolute  sensitivity  and  there- 
fore the  meaning  of  a normal  study 
in  a patient  presenting  with  what 
might  represent  initial  manifesta- 
tions of  multiple  sclerosis.  Further- 
more, the  MRI  appearances  are 
somewhat  nonspecific:  similar  le- 
sions may  be  seen  in  individuals 
with  cerebrovascular  disease. 

Posterior  Fossa  Mass 

The  major  advantage  of  MRI 
over  CT  in  demonstrating  the  le- 
sions of  multiple  sclerosis  is  the 
increased  sensitivity  in  detecting 
tissue  contrast.  Evaluation  of  the 
patient  with  a posterior  fossa  mass 
demonstrates  other  MRI  advan- 
tages as  well:  the  lack  of  artifacts 
due  to  adjacent  bone  and  the  ability 
to  image  in  multiple  planes. 


While  a brain  stem  glioma  may 
be  suspected  from  a transverse  CT 
scan  showing  even  subtle  distor- 
tion of  the  fourth  ventricle  (Fig. 
8A),  the  MRI  can  more  clearly 
demonstrate  enlargement  and 
asymmetry  of  the  brain  stem  (Fig. 
8B).  Expansion  of  the  brain  stem  is 
usually  even  more  easily  appreciat- 
ed in  sagittal  images  (Fig.  8C).  The 
abnormal  signal  intensity  further 
defines  the  extent  of  tumor  in- 
volvement. Malformation  of  the 
hindbrain  with  tonsillar  ectopia, 
the  so-called  “Chiari  I”  malforma- 
tion, may  produce  symptoms  of  a 
foramen  magnum  mass.  While  this 
is  difficult  to  evaluate  with  stan- 
dard CT  scans,  it  is  easily  studied 
with  sagittal  MRI  images  (Fig.  9). 

Extra-axial  masses  such  as 
acoustic  neuroma,  meningioma,  or 
epidermoid  can  be  demonstrated 
with  MRI.  While  the  signal  charac- 
teristics may  be  somewhat  nonspe- 
cific, MRI  sensitively  demon- 
strates the  presence  of  a mass,  its 
extra-axial  location,  and  it  effect  on 
brain  stem  and  cerebellum.  With 
the  advent  of  higher  resolution 
techniques,  including  the  use  of 
surface  coils,  MRI  may  become  the 
preferred  technique  to  look  for  a 
small  acoustic  neuroma  still  within 
the  internal  auditory  canal.  For  tu- 
mors within  the  cerebellopontine 
angle,  CT  and/or  angiography  may 
still  be  needed  to  fully  characterize 
the  lesion. 

Cervical  Myelopathy 

The  excellent  soft  tissue  contrast 
sensitivity  and  multiplanar  capabil- 
ity of  MRI  can  also  be  used  to  great 
advantage  in  evaluation  of  patients 
with  cervical  myelopathy.  The 
most  common  cause  is  extradural 
compression  of  the  spinal  cord  by 
cervical  spondylosis,  frequently 
with  spinal  stenosis  or  by  disc  pro- 
lapse. Cord  compression  may  also 
be  due  to  either  intradural  extrame- 
dullary masses,  such  as  meningio- 
ma, neurofibroma  or  extradural 
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metastatic  tumor.  Similar  clinical 
pictures  may  be  produced  by  intra- 
medullary lesions,  including  pri- 
mary spinal  cord  neoplasm,  syrin- 
gomyelia, multiple  sclerosis,  and 
amyotrophic  lateral  sclerosis. 

Important  information  may  be 
obtained  from  plain  radiographs  of 
the  cervical  spine.  MRI  may  then 
demonstrate  cord  compression  due 
to  spinal  stenosis,  spondylosis,  or 
herniated  nucleus  pulposus  (Fig. 
10).  Lesions  which  produce  nerve 
root  compression  but  not  myelopa- 
thy are  still  better  evaluated  by 
thin-section  high  resolution  CT  or 
myelography.  Furthermore,  while 
MRI  can  demonstrate  cord  com- 
pression by  these  extradural  le- 
sions, anatomic  detail  may  not  be 
sufficient  for  surgical  planning. 

On  the  other  hand,  MRI  is  excel- 
lent in  demonstrating  intramedul- 
lary lesions  and  can  distinguish  sy- 
ringomyelia from  cord  neoplasm  in 
patients  with  enlarged  spinal  cords 
(Figs.  1 1 A and  1 IB).  MRI  may  also 
be  sufficient  for  evaluating  extra- 
medullary intradural  masses  which 
displace  and  compress  the  spinal 
cord. 

Other  Uses 

In  addition  to  these  clinical  prob- 
lems, MRI  is  being  applied  to  eval- 
uation of  cerebrovascular,  inflam- 
matory, and  degenerative  diseases 
of  the  central  nervous  system  and 
of  problems  in  the  orbit,  sella  tur- 
cica, and  spine. 

Conclusion 

With  improvements  and  spatial 
resolution  in  surface  coils,  magnet- 
ic resonance  imaging  may  well  be- 
come the  primary  imaging  modality 
for  the  brain  and  spinal  cord,  with 
CT  used  to  provide  supplementary 
information.  This  will  of  course  be 
dependent  upon  MRI  availability, 
cost  considerations,  and  patient 
suitability. 


A Fig.  11  A.  Sagittal  spin-echo  image 
(TR  0.5  sec;  TE  35  msec).  Spinal  cord  is 
enlarged  by  septated  syringomyelia  cavi- 
ty. Chiari  I malformation  of  hindbrain 
also  demonstrated. 


► Fig.  11B.  Sagittal  spin-echo  image 
(TR  1.5  sec;  TE  70  msec).  Spinal  cord  is 
enlarged  and  has  abnormal  high  signal 
intensity  due  to  astrocytoma. 
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Where  the  Imagers  Are 


By  the  end  of  1986,  a dozen  examples  of 
technology’s  latest  gift  to  diagnostic  medi- 
cine, the  magnetic  resonance  imager,  are  to  be 
scanning  patients  in  Virginia. 

Five  of  them  are  already  in  operation:  at  the 
Lewis-Gale  Hospital  in  Salem;  at  the  Medical 
College  of  Virginia  and  the  McGuire  Veterans 
Administration  Medical  Center  in  Richmond;  at 
Medical  Center  Hospitals  (Norfolk  General  and 
Leigh  Memorial)  in  Norfolk;  and  at  the  Universi- 
ty of  Virginia  Medical  Center  in  Charlottesville, 
where  Virginia’s  first  MR  scanner  began  operat- 
ing in  March  1985  and  where  the  articles  in  this 
issue  originated. 

Here  is  a guide  to  the  seven  other  approved 
installations.1 

•In  Northern  Virginia:  Fairfax  Hospital  Asso- 
ciation, Falls  Church  (Mt.  Vernon,  Fairfax, 
Commonwealth,  and  Jefferson  Memorial  Hospi- 
tals), and  Northern  Virginia  MRI,  Arlington  (Ar- 
lington, Alexandria,  Potomac,  and  National  Or- 
thopaedic/Rehabilitation Hospitals). 

•In  Tidewater:  Riverside  Hospital,  Newport 
News,  and  Hampton  Roads  High-Tech  Center, 
Norfolk  (DePaul,  Virginia  General,  Chesapeake 
General,  Norfolk  Community,  Portsmouth  Gen- 
eral, and  Louise  Obici  Hospitals). 

•In  Southwest  Virginia:  Imaging  Center  of 
Southwest  Virginia,  Roanoke  (Roanoke  Memori- 
al Hospital  and  Community  Hospital  of  Roanoke 
Valley). 

•In  Richmond:  Multi-Hospital  High-Tech  Serv- 
ices (Humana  Hospital-St.  Luke’s,  St.  Mary’s, 
Retreat,  and  Richmond  Memorial  Hospitals), 
and  Magnetic  Imaging  Technology  Associates,  a 
mobile  unit  (Henrico  Doctors,  Chippenham, 
Johnston-Willis,  Richmond  Community,  and 
Stuart  Circle  Hospitals). 

It  takes  big  bucks  to  buy  an  MRI  machine  ($1.4 
to  $2  million,  depending  on  the  configuration) 
and  another  chunk  of  money  to  install  one;  hence 
the  prevalence  of  consortiums  as  owners/opera- 
tors. Capitalization  of  the  eleven  fixed  installa- 
tions listed  above  adds  up  to  $28,850,000,  ac- 
cording to  the  records  of  the  Virginia 
Department  of  Health,  which  issues  certificates 
of  need  for  the  machines.  The  mobile  unit  is  a 


rental  situation,  with  stated  monthly  payment  of 
$94,500. 

Some  of  the  installations  are  in-house,  al- 
though space  and  architecture  may  need  radical 
revision  to  accommodate  the  huge  magnet  and  its 
heavy  shielding,  which  together  weigh  in  the 
neighborhood  of  30  tons;  at  the  Medical  College 
of  Virginia  Hospitals,  a hole  had  to  be  cut  in  the 
side  of  the  hospital  building  so  that  a crane  could 
maneuver  the  magnet  into  its  third-floor  location. 

Other  installations  are  free-standing,  such  as 
the  one  at  the  University  of  Virginia  described  in 
this  issue  by  Dr.  Teates,  or  the  Hampton  Roads 
High-Tech  Center,  which  is  to  be  built  on  a major 
commercial  “strip”  easily  accessed  by  the  con- 
sortium’s big  patient  population. 

A mobile  unit,  such  as  the  one  slated  for 
Richmond,  can  be  rotated  as  desired  from  one 
owner-hospital  to  another. 

As  many  as  250  of  the  new  scanners  may  now 
be  operational  in  the  United  States,  according  to 
an  “educated  guess”  by  a spokesman  for  Sie- 
mens Medical  Systems,  the  West  German  firm 
that  makes  super-conducting  magnets  for  the 
new  imagers  with  a district  sales  office  in  Virgin- 
ia.2 The  studies  reproduced  in  this  issue  were 
generated  by  a Siemens  imager,  using  a super- 
conducting magnet  made  by  Oxford  Instruments, 
an  English  firm  that  now  also  has  a manufac- 
turing plant  in  New  Jersey.  Most  of  the  comput- 
ers that  drive  the  imagers  are  made  in  the  U.S.; 
General  Electric,  Picker  (Cleveland),  and  Dia- 
sonics  (San  Francisco)  are  the  biggest  names. 

The  current  tab  for  an  MR  scan  at  the  five 
Virginia  installations  now  operational  in  Virginia 
seems  to  range  from  $450  to  $700.  As  with  other 
innovations,  third-party  payment  protocol  takes 
time  to  evolve;  some  private  carriers  are  now 
reimbursing,  and  in  Richmond,  as  this  was  writ- 
ten, Travelers  Medicare  was  working  up  a reim- 
bursement schedule  for  the  state.  — A.G. 

1.  Personal  communication,  Marilyn  H.  West,  Direc- 
tor, Division  of  Resources  Development,  State 
Department  of  Health,  Richmond,  March  10,  1986 

2.  Personal  communication,  David  W.  Nierle,  Sie- 
mens Medical  Systems,  Alexandria,  April  11,  1986 
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MRI  Comes  to  Virginia 


In  this  issue  there  are  three  excellent  articles  by 
Brookeman,  Cail,  and  Paling  concerning  magnet- 
ic resonance  imaging  that  should  be  of  great  value 
to  all  physicians  regardless  of  specialty.  A new  era 
of  diagnostic  imaging  is  now  available  to  us. 

Over  the  past  ten  to  twelve  years,  we  have 
witnessed  the  introduction  of  many  new  imaging 
modalities,  such  as  diagnostic  ultrasound,  positron 
emission  tomography  (PET),  and  single  photon 
emission  computed  tomography  (SPECT).  Comput- 
ed tomography  (CT)  scanning  has  become  an  inte- 
gral part  of  all  major  radiologic  facilities;  smaller 
facilities  must  at  least  have  access  to  CT  services, 
either  from  a mobile  unit  or  from  a nearby  facility. 
Never  before  have  we  experienced  such  a dynamic 
period  in  the  evolution  of  clinical  medicine,  particu- 
larly in  medical  diagnostic  imaging. 

Magnetic  resonance  imaging  facilities  will  soon 
be  operating  in  virtually  all  of  the  major  metropoli- 
tan areas  of  Virginia,  as  noted  elsewhere  in  this 
issue.  This  exciting  modality  will  offer  clinical  imag- 
ing information  relatively  risk-free,  not  previously 
available  to  us,  and  in  time  will  offer  clinical  infor- 
mation about  the  biochemical  nature  of  tissues  in 
vivo. 

Initially,  there  may  be  some  confusion  as  to 


which  modality  is  the  most  appropriate.  We  no 
longer  can  afford  the  “Let’s-order-them-all-and- 
see-which-is-best”  mentality.  It  is  imperative  that 
we  spend  our  diagnostic  dollars  as  wisely  as  possi- 
ble to  ensure  the  best  return  in  terms  of  clinical 
information.  MRI  will  be  the  procedure  of  choice 
for  certain  problems  but  in  many  disease  processes 
will  have  no  value  at  all.  Not  infrequently  a simple, 
plain  x-ray  film  may  resolve  a problem  that  other 
imaging  modalities  have  failed  to  solve  or  even,  in 
some  cases,  have  created. 

The  diagnostic  radiologist  is  in  a unique  position, 
not  only  to  perform  and  interpret  these  studies  but 
also  to  serve  more  and  more  as  a consultant  in 
choosing  the  most  cost-effective  course  to  pursue  in 
the  diagnostic  problem-solving  process.  It  is  incum- 
bent upon  diagnostic  radiologists  to  stay  abreast  of 
our  rapidly  advancing  technology  and  become  ac- 
tive consulting  members  of  the  clinical  team,  prac- 
ticing clinical  radiology  rather  than  retaining  the 
role  of  the  more  passive,  procedure-oriented  radiol- 
ogist of  the  past. 

Ronald  F.  Calkins,  MD 

5801  Bremo  Road 
Richmond  VA  23226 
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FROM  THE  ROSTRUM 

Issues  and  Opportunities 


Medicine  is  a service  profession.  We  must 
never  lose  sight  of  that.  The  Richmond 
Academy  of  Medicine’s  purpose  is  service — service 
to  its  members  and  service  to  the  community. 
Keeping  this  in  mind  should  help  us  prepare  and 
plan  for  the  future. 

The  1970s  may  be  considered  “the  golden  era  of 
medicine.”  During  that  decade,  the  affluence  of  the 
physician  increased  markedly  while  others  were  not 
faring  as  well.  Hospitals  grew  in  number  and  in  size 
as  did  the  vendors  of  technology.  Today,  much  of 
this  change  is  going  the  other  way.  We  hear  of 
physicians  going  into  practice  in  other  parts  of  the 
country  at  lower  salaries  than  they  made  as  resi- 
dents. Many  practitioners  have  noted  a decrease  in 
gross  and  net  incomes.  Hospitals  are  closing  beds 
and  reducing  employees  in  hopes  of  staying  solvent. 
The  federal  government  continues  the  Medicare  fee 
freeze,  DRGs  for  physicians  may  be  around  the 
corner,  HMOs  and  PPOs  demand  discounts,  patient 
visits  are  decreasing,  but  practice  costs  continue  to 
rise.  New  delivery  systems  are  forming.  Large 
national  corporations  are  positioning  themselves  as 
integrated  insurers,  equipment  vendors,  owners  of 
hospitals  and  nursing  homes,  and  providers  of  out- 
patient services.  Voluntary  hospitals  are  organizing 
in  groups  to  offer  many  of  the  same  services. 

These  changes  are  leading  to  an  increasing  num- 
ber of  physicians  being  employees  of  hospital  cor- 
porations. Many — maybe  most — physicians  will 
have  to  adjust  to  lower  incomes.  I do  not  see  a 
return  to  the  financial  affluence  of  the  Seventies  in 
the  near  future.  This  may  not  be  bad  for  medicine, 
though  some  individuals  may  suffer.  In  a survey  by 
the  Academy  in  1984,  74%  of  respondents  felt  that 
the  oversupply  of  physicians  would  have  a negative 
effect  on  their  practices.  A report  in  1932  noted  that 
there  were  121,000  physicians  and  surgeons  in 
private  practice  and  21,000  connected  solely  with 
medical  institutions  or  hospitals.  In  1978  there  were 

Excerpted  from  the  Presidential  Address  delivered 
before  the  Richmond  Academy  of  Medicine  on  January 
14,  1986,  in  Richmond.  Address  correspondence  to  Dr. 
Ware  at  5855  Bremo  Road,  Richmond  VA  23226. 


375,000  practicing  physicians.  It  is  predicted  that 
we  will  have  536,000  practicing  physicians  by  1990 
and  643,000  in  the  year  2000 — 70,000  and  145,000 
more  physicians  respectively  than  needed,  it  is  said. 
Since  our  nation  seems  to  be  more  of  an  importer 
than  exporter  of  physicians,  we  need  to  reduce  the 
number  of  physicians  in  medical  schools  and  resi- 
dencies, increase  the  number  of  physicians  going  to 
the  underserved  countries,  and  reduce  the  number 
of  foreign  educated  physicians  coming  to  the  United 
States  to  train  or  practice. 

The  economic  problems  facing  physicians  lead  to 
competition  and  competition  holds  the  potential  for 
conflict  between  physicians  and  ethical  problems 
associated  with  marketing.  We  must  not  let  it  lower 
the  quality  of  care.  Competition  can  certainly  be 
healthy  and  beneficial.  Patients  may  benefit  from 
greater  physician  availability,  streamlining  of  office 
procedures,  and  increased  cost  consciousness.  Ad- 
vertising, though  ethically  permissable,  should  be 
factual,  without  deception,  and  not  solicitious.  I 
must  say  that  I feel  about  physician  advertising  as 
did  Chief  Justice  Warren  Burger  about  lawyer  ad- 
vertising when  he  said,  “My  advice  to  the  public  is, 
never,  never,  never  under  any  circumstances  en- 
gage the  services  of  a lawyer  who  advertises.”  Peer 
pressure  may  be  the  best  way  to  deal  with  question- 
able marketing  techniques.  Let  your  fellow  physi- 
cians know  how  you  feel  about  it  when  you  think 
they  step  out  of  line. 

Malpractice  is  a major  issue  facing  us  today.  It  is 
estimated  that  $3  billion  a year  is  spent  for  malprac- 
tice insurance  and  only  28%  of  this  goes  to  the 
patients.  We  hoped  that  when  we  rode  through  the 
crisis  ten  years  ago  we  had  solved  the  problem.  Of 
course  we  had  not.  Today,  unlike  the  mid-Seven- 
ties,  tort  reform  is  being  pushed  by  many  groups 
other  than  medicine.  Businesses  have  been  brought 
to  bankruptcy.  Municipalities  of  all  sizes  are  “going 
bare.”  Other  professions — ministers,  lawyers,  ac- 
countants, others — are  seeing  their  liability  insur- 
ance rates  increase  as  well  as  the  number  of  suits  of 
questionable  merit  against  them.  The  national  news 
media  have  recognized  the  problem  and  are  publi- 
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cizing  it.  As  you  know,  the  Academy  has  been  very 
active  in  gathering  firm  data  and  pushing  for  reform. 
This  has  helped  us  maintain  the  status  quo  in 
Virginia  for  the  past  few  years.  I believe  this  is  a 
national  issue  which  calls  for  cooperation  and  com- 
promise by  the  federal  and  state  governments  and 
all  involved  parties  to  reach  a permanent  solution 
with  tort  law  reform.  Hopefully,  we  are  nearing  the 
point  that  we  can  reach  this  solution.  In  the  mean- 
time, we  can  help  ourselves  by  continuing  to  prac- 
tice quality  medicine  and  help  our  peers  by  avoiding 
loose  talk  about  cases  and  being  restrained  in  our 
comments  when  seeing  other  physicians’  patients 
who  have  or  perceive  that  they  have  problems. 

The  public  and  government  see  the  high  and 
increasing  cost  of  health  care  as  the  No.  1 health 
care  issue.  Nevertheless,  very  few  individuals  want 
to  change  the  way  they  receive  health  care,  dimin- 
ish its  availability,  or  reduce  its  quality.  In  1984,  we 
spent  $387.4  billion  on  health  care — 10.6%  of  the 
gross  national  product.  This  was  an  increase  of 
9.1%  over  1983  but  for  the  first  time  in  some  years 
not  a double  digit  increase. 

Some  economists  believe  that  the  recent  changes 
in  health  care  reimbursement  and  the  flourishing  of 
competitive  health  plans  will  continue  to  reduce  the 
rate  of  increase.  They  believe  health  care  expendi- 
tures will  be  down  to  9.1%  of  the  gross  national 
product  in  1990.  This  prediction  may  be  in  error 
when  one  considers  the  costs  of  advancing  technol- 
ogy and  the  aging  of  our  population.  We  had  25.7 
million  citizens  65  or  older  in  1980,  and  it  is  predict- 
ed that  this  figure  will  rise  to  31.8  million  in  1990 
and  35  million  in  2000.  Society  must  deal  with  the 
allocation  of  our  health  care  resources.  With  21%  of 
Medicare  funds  expended  for  the  last  six  months  of 
individuals’  lives  and  50%  of  Medicaid  funds  in 
Virginia  spent  on  long-term  care,  there  are  social 
and  ethical  issues  to  be  decided.  Is  10%  of  the  gross 
national  product  too  much  or  too  little  for  health 
care?  If  too  much,  where  are  the  cuts  to  be  made? 
Even  though  there  may  be  economies  from  the 
greater  utilization  of  competitive  medical  plans,  are 
we  going  to  reduce  long-term  and  terminal  care?  If 
so,  how? 

As  individual  physicians  and  as  an  Academy,  we 
must  continue  to  educate  the  public  about  the 
Natural  Death  Act.  I believe  not  everyone  needs  to 
die  in  a hospital.  Application  of  simple  technology 
such  as  intravenous  feeding  or  the  advanced  tech- 
nology of  sophisticated  diagnostic  tests  or  life  sup- 


port systems  may  not  always  be  indicated  or  in  the 
patient’s  best  interest. 

There  are  three  specific  health  related  issues  I 
hope  to  bring  to  the  membership  for  action. 
Each  offers  an  opportunity  for  service. 

•AIDS  is  a major  health  problem  that  we  must 
learn  about  and  in  turn  educate  the  public.  We  plan 
to  have  an  educational  symposium  in  cooperation 
with  the  Virginia  Department  of  Health  on  AIDS  for 
our  members  and  then  support  education  programs 
for  the  public,  educators,  and  health  care  workers. 

•Indigent  care  is  a significant  problem.  Medicaid 
is  not  reaching  all  who  need  assistance.  New  ways 
to  fund  this  program  and  to  expand  it  must  be 
found.  Many  working  people  have  no  insurance.  I 
favor  a tax  on  health  insurance  premiums  as  well  as 
increased  taxes  on  tobacco  and  alcohol  as  ways  of 
obtaining  new  funds  for  indigent  and  uninsured 
care.  Legislation  to  encourage  businesses  to  extend 
health  insurance  to  all  employees  should  be  sought. 

•Physicians  must  speak  up  and  address  the  health 
care  problems  created  by  tobacco  and  alcohol. 
Though  this  may  be  an  unpopular  stand  in  Rich- 
mond, the  devastating  effects  of  these  substances 
on  health  and  the  enormous  health  care  costs  result- 
ing from  their  use  must  be  publicized.  We  should 
educate  our  patients  and  especially  young  people 
about  the  hazards  of  tobacco  and  alcohol  in  hopes 
of  significantly  reducing  their  use.  We  plan  to 
develop  a program  to  present  to  schools  and  other 
groups  informing  them  of  pertinent  medical  data 
which  prove  the  hazards  of  use  of  these  substances. 
Furthermore,  I hope  that  as  an  organization  we  will 
forcefully  seek  significant  increases  in  the  state  tax 
on  tobacco  and  alcohol  to  reduce  their  use  and  to 
fund  portions  of  the  state  health  care  bill. 

I hope  that  many  members  of  the  Academy  will 
join  in  the  effort  to  promote  these  programs.  Addi- 
tional opportunities  for  service  will  be  offered  in 
cooperation  with  the  Richmond  Department  of 
Health  to  those  who  desire  and  are  able  to  work  in 
one  of  the  city  clinics. 

Each  of  us  needs  to  be  honest  with  ourselves 
when  dealing  with  patients,  peers,  and  the  various 
other  parties  we  must  deal  with  in  these  complex 
times.  Our  willingness  to  serve  our  patients  and  our 
Academy  are  essential  ingredients  in  our  commit- 
ment to  continually  improve  our  health  care  sys- 
tem. 

J.  Latane  Ware,  MD 
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Thomas  N.  P.  Johns,  MD 

Dr.  Thomas  Nelson  Page  Johns,  Richmond  sur- 
geon, died  April  13  in  Cambridge,  England,  where 
he  had  sought  treatment  for  pancreatic  cancer  at 
Addenbrooke  Hospital.  He  was  62. 

Born  in  Richmond,  Dr.  Johns  was  the  son  of  the 
late  Dr.  Frank  S.  Johns,  also  a surgeon.  He  was 
graduated  from  Hampden-Sydney  College  in  1943 
and  then  went  to  Johns  Hopkins  University,  where, 
after  earning  his  doctorate  in  medicine,  he  took  his 
residency  and  eventually  became  an  assistant  in- 
structor in  surgery.  He  was  senior  assistant  surgeon 
at  the  National  Heart  Institute  during  1953-1954, 
then  returned  to  Richmond  to  live  and  practice. 

At  the  time  of  his  death,  Dr.  Johns  was  a director 
of  the  Hospital  Corporation  of  America,  president 
of  Chippenham  and  Johnston- Willis  Hospitals,  clin- 
ical professor  of  surgery  at  the  Medical  College  of 
Virginia,  and  a consultant  at  the  McGuire  Veterans 
Administration  Medical  Center.  He  belonged  to 
many  professional  organizations,  including  the 
American  Association  for  Thoracic  Surgery  and  the 
American  College  of  Surgeons,  and  he  had  been 
president  of  the  Virginia  Chapter,  American  Feder- 
ation for  Clinical  Research. 


H.  L.  Townsend,  MD 

Dr.  Henry  Leroy  Townsend,  who  practiced 
medicine  in  Marshall  for  more  than  40  years,  died 
April  1 1 in  Virginia  Beach,  where  he  had  lived  since 
1983.  He  was  85  years  old. 

Born  in  Robeson  County,  North  Carolina,  Dr. 
Townsend  moved  with  his  family  to  King  William 
County,  Virginia,  in  1912.  He  was  graduated  from 
Trinity  Park  Preparatory  School  in  Durham,  North 
Carolina,  went  on  to  the  College  of  William  and 
Mary  and  the  University  of  Virginia,  and  received 
his  degree  in  medicine  from  the  Medical  College  of 
Virginia,  where  he  also  performed  his  training.  He 
opened  his  office  in  Marshall  in  1927,  and  his 
practice  ultimately  covered  a radius  of  50  miles 
around  Marshall. 

He  retired  from  medicine  in  1971  but  not  from  his 
many  other  activities.  He  owned  two  large  farms 
near  Marshall,  where  he  raised  beef  cattle,  and  with 


his  brother  owned  a dairy  farm  in  King  William 
County.  Active  in  the  Democratic  party,  he  was  a 
delegate  to  the  national  convention  of  1960.  He  was 
a charter  member  of  the  Lions  Club  of  Fauquier  and 
a director  of  the  Northern  Virginia  Farm  Center  and 
the  Fauquier  Livestock  Exchange. 

Dr.  Townsend’s  memberships  in  the  Fauquier 
County  Medical  Society,  The  Medical  Society  of 
Virginia,  and  the  American  Medical  Association 
began  in  the  first  year  of  his  practice  and  continued 
without  interruption  until  his  death. 

Memoir  of  Tapan  Hazra 
1936-1985 

By  Walter  Lawrence,  Jr.,  MD 
Manikoth  Kurup,  MD,  and  K.  Thek,  MD 

Dr.  Tapan  Hazra,  chairman  of  the  Division  of 
Radiation  Therapy  and  Oncology  at  the  Medical 
College  of  Virginia  from  1976  until  his  death,  died 
unexpectedly  June  5,  1985. 

Dr.  Hazra  was  born  in  India  and  received  his 
university  and  medical  education  in  Bombay.  After 
his  internship  at  Washington  Hospital  in  Washing- 
ton, DC,  he  served  as  registrar  both  at  Guys  Hospi- 
tal and  at  Hammersmith  Hospital  in  London,  En- 
gland, obtaining  this  postdoctoral  training  prior  to 
his  subsequent  certification  in  both  internal  medi- 
cine and  in  radiation  therapy.  He  was  elected  to 
fellowship  in  both  the  Royal  College  of  Radiology  in 
1966  and  the  Royal  College  of  Physicians  in  1967 
while  serving  as  a staff  radiotherapist  at  the  Marie 
Curie  and  Middlesex  Hospital  in  London.  He  was 
subsequently  certified  by  the  American  Board  of 
Radiology,  for  which  he  was  serving  as  an  examiner 
at  the  time  of  his  death. 

Dr.  Hazra  began  his  illustrious  academic  career 
in  the  United  States  at  the  Johns  Hopkins  Hospital 
in  1968,  where  he  served  on  the  faculty  of  the 
Department  of  Pediatrics  and  as  associate  professor 
and  acting  director  of  the  Division  of  Radiotherapy 
from  1971  until  1975.  He  joined  the  faculty  of  the 
Medical  College  of  Virginia  as  professor  and  chair- 
man of  the  Division  of  Radiation  Therapy  and 
Oncology,  professor  of  pediatrics  and  member  of 
the  Cancer  Center  in  1976  and  served  brilliantly  in 
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these  leadership  positions  until  his  untimely  death. 

Dr.  Hazra’s  contributions  to  his  chosen  field 
were  recognized  nationally  and  internationally,  and 
he  was  particularly  known  for  both  his  experience 
and  his  clinical  research  contributions  to  various 
children’s  cancers,  breast  cancer,  and  genito-uri- 
nary  cancer.  His  scholarly  contributions  to  the 
scientific  literature  were  numerous,  and  he  provid- 
ed leadership  to  a number  of  national  and  interna- 
tional organizations  concerned  with  the  cancer 
problem.  The  specialty  organizations  to  which  he 
belonged  include  the  Royal  College  of  Radiology, 
British  Institute  of  Radiology,  American  Society  of 
Therapeutic  Radiology,  American  Radiologic  Soci- 
ety, American  College  of  Radiology,  Virginia  Ra- 
diological Society,  Indian  Radiological  and  Imaging 
Association  and  Mid-Atlantic  Society  of  Radiation 
Oncologists  of  which  he  was  president  in  1976-78. 
He  was  extremely  active  in  other  professional  orga- 
nizations, including  the  Richmond  Academy  of 
Medicine,  The  Medical  Society  of  Virginia,  Ameri- 
can Academy  of  Pediatrics,  Pediatric  Oncology 
Group,  Royal  Society  of  Medicine,  and  American 
Association  for  Cancer  Education,  an  organization 
in  which  he  had  a special  interest. 

Dr.  Hazra  made  major  contributions  to  medical 
cancer  education  at  the  Medical  College  of  Virginia, 
where  he  served  as  coordinator  of  the  cancer  educa- 
tion program  and  principal  investigator  of  the  Na- 
tional Cancer  Institute  grant  award  to  MCV  for  this 
purpose.  His  personal  devotion  to  the  growth  and 
welfare  of  his  students  and  psotgraduate  trainees 
was  tempered  by  his  commitment  to  scientific  in- 
quiry and  by  his  high  professional  standards.  For 
his  vigorous  and  inspiring  educational  leadership, 
he  was  honored  in  1981  by  his  appointment  as  an 
American  Cancer  Society  Professor  of  Clinical  On- 
cology, a recognition  well  deserved,  and  one  of 
which  Dr.  Hazra  was  very  proud. 

Dr.  Hazra  served  the  medical  community  at 
local,  regional,  national  and  international  levels. 
His  consultative  opinions  were  sought  worldwide. 
At  a regional  level,  Dr.  Hazra  served  as  advisor  to 
the  joint  legislative  subcommittee  on  breast  cancer 
which  was  established  by  Governor  Robb.  Dr. 
Hazra  was  active  in  the  Maryland  and  Virginia 
Divisions  of  the  American  Cancer  Society  and  at 
the  time  of  his  death  was  serving  the  Virginia 
Division  as  chairman  of  the  Professional  Education 
Committee.  He  was  also  a member  of  the  board  of 
directors. 

Proud  of  his  Indian  heritage,  Dr.  Hazra  was 
active  in  scientific  and  cultural  exchanges  between 
the  United  States  and  India.  He  was  a founder  of 


Susruta  Society  of  Radiology,  an  organization  of 
radiologists  of  Indian  origin,  and  he  was  an  ac- 
knowledged and  charismatic  leader  of  fellow  Indi- 
ans in  Richmond  from  all  fields  of  endeavor. 

Despite  these  continuing  scholarly,  scientific  and 
social  achievements,  Dr.  Tapan  Hazra  was  proba- 
bly best  known  as  a warm  and  considerate  friend  to 
his  patients,  students,  staff,  colleagues  and  so  many 
others  from  all  walks  of  life.  The  strength  of  his  ties 
with  these  many  “publics”  was  only  exceeded  by 
his  commitment  to  and  his  love  for  his  family.  Dr. 
Hazra’s  wit,  his  concern  for  his  fellow  man,  his 
eagerness  to  provide  encouragement  and  counsel 
when  needed,  and  his  sensitivity  to  others,  were  all 
hallmarks  of  his  daily  life.  He  developed  friendships 
quite  easily  and  maintained  strong  ties  with  many 
friends  both  here  and  all  over  the  globe.  Although 
partially  disabled  by  his  heart  condition  for  a num- 
ber of  years,  this  health  problem  never  interfered 
with  his  own  goal  of  living  life  to  its  fullest. 


Monte  L.  Binder,  MD 

Dr.  Monte  Leroy  Binder,  Newport  News  inter- 
nist, died  March  31  in  Riverside  Hospital.  He  was 
66. 

Born  in  Richmond,  Dr.  Binder  was  graduated 
from  the  University  of  Virginia  School  of  Medicine 
in  1943  and  had  lived  on  the  Virginia  Peninsula  for 
38  years.  He  was  a past  president  of  the  Virginia 
Heart  Association.  His  professional  memberships 
included  the  Newport  News  Medical  Society,  The 
Medical  Society  of  Virginia,  American  Medical 
Association,  American  Society  of  Internal  Medi- 
cine, and  American  College  of  Physicians. 


William  N.  Evans,  MD 

Dr.  William  Nelson  Evans,  Tazewell,  died  March 
19  in  Tazewell  Community  Hospitall.  He  was  54. 

A native  Virginian,  Dr.  Evans  was  born  in  Staun- 
ton, was  graduated  from  Randolph-Macon  College, 
and  received  his  doctorate  in  medicine  from  the 
University  of  Virginia  School  of  Medicine.  He  was 
president  of  the  Burlington  County  Medical  Society 
from  1972-1973,  later  practiced  in  Norfolk,  then 
returned  to  Southwest  Virginia  to  practice  in  Rich- 
lands.  He  came  to  membership  in  The  Medical 
Society  of  Virginia  through  the  Tazewell  County 
Medical  Society  and  belonged  also  to  the  American 
Medical  Association,  American  College  of  Radiolo- 
gy, and  Radiological  Society  of  North  America. 
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The  Ramada  Renaissance  Hotdf 


The  new  Ramada  Renaissance  is  truly  a celebration  of  Richmond’s 
renaissance.  Here  you’ll  experience  Southern  charm  and  hospitality  in  lux- 
urious accommodations,  including  our  executive  levels  which  offer  only  the 
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recreational  facilities  that  include  an  indoor  pool,  whirlpool  and  exercise 
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WHO’S 

WHO 

INVIRGINIAMEDICINE 

Dr.  C.M.G.  Buttery  of  Corpus 
Christi,  Texas,  formerly  a family 
physician  in  Franklin  County  and 
later  director  of  public  health  in 
Portsmouth,  is  to  become  Virgin- 
ia’s Commissioner  of  Health  on 
July  1.  He  succeeds  Dr.  James  B. 
Kenley,  who  resigned  to  head  the 
Department  of  Public  Health  and 
Preventive  Medicine  at  the  Medical 
College  of  Virginia.  The  appoint- 
ment was  made  by  Gov.  Gerald  L. 
Baliles. 

Prince  William  County  Medical 
Society  members  have  elected  Dr. 
Mark  S.  Mason  as  president  and 
Dr.  Richard  D.  Travers  as  secre- 
tary. 

Dr.  John  W.  Knarr  and  Dr.  John 
P.  Kaufman  are  the  new  president 
and  secretary,  respectively,  of  the 
Southwestern  Virginia  Medical  So- 
ciety. 

New  president  of  the  Augusta 
County  Medical  Society  is  Dr. 
John  W.  Forbes  III.  Dr.  Mixon  Dar- 
racott  is  the  new  secretary. 

Dr.  Grahame  Henson  was  re- 
elected president  of  the  Culpeper 
County  Medical  Society,  and  Dr. 
Russell  W.  Moy  was  elected  secre- 
tary. 

Members  of  the  Lynchburg 
Academy  of  Medicine  have  elected 
Dr.  George  A.  Hurt  as  president 
and  Dr.  Larry  H.  Redmond  as  sec- 
retary. 

Dr.  Thomas  M.  Krop  has  been 
installed  as  president  of  the  Virgin- 
ia Beach  Medical  Society.  Dr.  Wil- 
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liam  S.  Teachey  is  secretary. 

The  Northern  Virginia  Medical 
Society  reelected  Dr.  George  K. 
VanOsten  to  the  presidency  and 
elected  Dr.  Thomas  J.  Gibson  as 
secretary. 

Dr.  Cheepuloti  Reddy  is  the  new 

president  of  the  Alleghany-Bath 
County  Medical  Society,  and  Dr. 
Edward  G.  Allen  is  the  new  secre- 
tary. 

Accomack  County  Medical  Soci- 
ety members  have  elected  Dr. 
E.  W.  Bosworth  president  and  Dr. 
David  K.  Hoshino  secretary. 

Dr.  Kearfott  M.  Stone  is  the  new 
president  of  the  Mid-Tidewater 
Medical  Society.  Dr.  Arthur  J. 
Martin  will  continue  as  secretary. 

From  the  Norfolk  Department  of 
Public  Health  to  Dr.  R.  Bryan 
Grinnan,  Jr.,  went  the  depart- 
ment’s first  Distinguished  Service 
Award.  Mayor  Joseph  A.  Leafe 
presented  the  plaque  at  the  depart- 
ment’s 40th  anniversary  celebra- 
tion; the  78-year-old  honoree  deliv- 
ered the  keynote  address.  Said 
Mayor  Leafe,  “There  is  no  person 
in  our  community  and  in  the  field  of 
health  more  deserving  of  this 
award  for  the  vast  amounts  of  time 
and  talent  he  has  contributed.’’  Dr. 
Grinnan,  internist  and  cardiologist, 
has  served  on  public  health  adviso- 
ries in  Norfolk  for  40  years. 

Dr.  Robert  P.  Singer,  Richmond, 
is  the  new  president  of  the  Neuro- 
surgical Society  of  Virginia.  Dr. 
Jacques  E.  Botton,  Lynchburg, 
continues  as  secretary. 

New  president  of  the  Virginia 
Chapter,  American  College  of  Sur- 
geons, is  Dr.  William  S.  Tunner, 
Richmond.  Dr.  Martin  H.  Max, 
Norfolk,  is  the  new  secretary. 

To  head  the  Virginia  Society  for 
Pathology,  members  elected  Dr. 
George  W.  Thomas,  Richmond.  Re- 
elected as  secretary  was  Dr.  David 
K.  Wiecking,  also  of  Richmond. 

The  newly  elected  leadership  of 


the  Virginia  Council,  American 
Academy  of  Child  Psychiatry,  in- 
cludes Dr.  Gerald  M.  Polin,  Rich- 
mond, president,  and  Dr.  Dean  X. 
Parmelee,  Williamsburg,  secretary. 

New  president  of  the  Virginia 
Dermatological  Society  is  Dr.  Da- 
vid M.  Pariser,  Norfolk.  Dr.  James 
W.  Patterson,  Richmond,  contin- 
ues as  secretary. 

The  Virginia  Surgical  Society 
has  elected  as  president  Dr.  Heber 
H.  Newsome,  Jr.,  Richmond,  and 
as  secretary  Dr.  Edwin  L.  Wil- 
liams, Roanoke. 

A Past  President  of  The  Medical 
Society  of  Virginia,  Dr.  H.  C.  Alex- 
ander III,  is  the  newly  elected  pres- 
ident of  the  Virginia  Society  of 
Internal  Medicine.  To  serve  with 
him,  the  internists  elected  Dr.  Law- 
rence K.  Monahan,  Roanoke,  as 
secretary-treasurer. 

After  28  years  of  private  prac- 
tice, Dr.  Kurt  J.  Fox  closed  the 
door  on  his  Fairfield  office  early 
this  year  and  at  age  64  embarked  on 
a new  career  with  the  Craigsville 
Correctional  Facility,  where,  he 
told  a reporter  for  the  Lexington 
News-Gazette,  he  will  develop  his 
own  department  out  of  15  empty 
medical  rooms  and  a projected 
prison  population  of  550. 

Dr.  Fox  and  his  wife,  Trudy,  left 
Germany  after  World  War  II.  They 
settled  in  the  Rockbridge  area  in 
the  mid-50s;  there,  in  addition  to 
conducting  his  practice,  he  orga- 
nized Lexington’s  first  birth  con- 
trol clinic  and  helped  establish  a 
mental  health  clinic.  In  1977  he 
became  doctor  to  the  150  residents 
of  the  Liberty  House  Nursing 
Home  in  Clifton  Forge;  soon  after, 
he  told  his  interviewer,  geriatric 
medicine  became  the  fashionable 
thing  to  do.  “I  hope  correctional 
medicine  becomes  fashionable 
next,’’  Dr.  Fox  added.  “If  no  one 
will  treat  the  prisoners,  it  doesn't 
say  too  much  for  our  society." 
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Virginia  Medical  classified  ads  accepted  at  the  discre- 
tion of  the  Editor.  Rates  to  Medical  Society  of  Virginia 
members:  $15  per  insertion  up  to  50  words,  25<f  each 
additional  word.  To  non-members:  $30  per  insertion  up  to 
50  words,  25<t  each  additional  word.  Deadline:  5th  day  of 
month  prior  to  month  of  publication.  Send  to  the  Adver- 
tising Manager,  4205  Dover  Road,  Richmond  VA  23221 . 


PHYSICIAN  WANTED — to  associate  with  internist  in 
Arlington.  Please  send  CV  to  Virginia  Medical,  PO  Box 
010,  4205  Dover  Road,  Richmond  VA  23221. 

EMERGENCY  STAFF — Danville,  Marion  and  Tidewater 
area.  Emergency  department  staff  positions  and  direc- 
torships available.  Compensation  $70,000-$100,000+  per 
year.  Attractive  locations  with  low  and  high  volumes. 
Professional  liability  insurance  procured.  For  further  in- 
formation contact  Amy  O’Bryan,  Coastal  Emergency  Serv- 
ices, Inc.,  101  Buford  Rd.,  Ste.  205,  Richmond  VA  23235; 
(804)  320-7549,  (800)  552-6638  in  VA  551-1013  in  US. 

PRACTICE  SALES — Allergy;  large  Philadelphia  practice. 
Family  practice  and  Internal  Medicine;  two  Philadelphia 
practices.  Internal  Medicine;  Arizona,  Bethesda,  Maryland 
and  large  practice  in  western  Pennsylvania.  Orthopedic 
surgery;  western  Pennsylvania.  Pediatrics;  Colorado,  east- 
ern Pennsylvania  and  southern  New  Jersey.  Surgery;  New 
Jersey.  Contact  Health  Care  Personnel  Consulting,  403 
GSB  Building,  Bala  Cynwyd  PA  19004,  (215)  667-8630. 

RESEARCH  TECHNICIAN — Gastroenterology,  Universi- 
ty of  Virginia  internal  medicine,  nuclear  medicine  research 
technician.  Must  be  experienced  in  techniques,  methodolo- 
gy and  interpretation  of  radionuclide  techniques  in  the  GI 
tract.  Research  studies  will  address  gastrointestinal  transit 
of  isotope-labeled  meals,  quantitation  of  reflux  of  acid  and 
other  contents  into  the  esophagus  and  interest  in  developing 
new  methods  and  approaches  to  these  areas  of  research. 
Send  CV  to  Richard  W.  McCallum,  MD,  Box  145,  UVa 
School  of  Medicine,  Charlottesville  VA  22908. 

FOR  SALE — Used  equipment,  Richmond  area.  GE  x-ray 
film  processor  and  Profexray  machine  100  MA  with  Rich- 
mond service  and  maintenance  available.  Sanborn  Viso  100 
EKG  with  stand.  Emdee  17”  leather  bag,  practically  new. 
Mercurial  sphymomanometer,  desk  model.  Welch-Allyn 
sigmoidoscope.  Other  equipment  available.  For  complete 
list  and  details,  write  to  Virginia  Medical,  Box  90,  4205 
Dover  Road,  Richmond  VA  23221. 


RESEARCH  ASSISTANT — Department  of  Endocrinol- 
ogy. Minimum  BS,  preferably  biology  or  related  field, 
experience  desirable,  highly  organized,  independent  indi- 
vidual. Salary  negotiable.  Send  resume  to  Job  Search, 
University  of  Virginia  Hospital,  Box  511,  Charlottesville 
VA  22908. 

EMERGENCY  PHYSICIANS— Emergency  medicine  op- 
portunities available  for  career-oriented  medical  directors 
and  staff  physicians  licensed  in  Maryland  and/or  Pennsyl- 
vania. Full-  and  part-time  positions  available.  Applicants 
must  have  a minimum  of  2 years  recent  experience.  Com- 
petitive income  and  malpractice  insurance.  Please  send  CV 
to  Debbie  Hibberts,  EMSA,  8200  West  Sunrise  Boulevard, 
Building  C,  Plantation  FL  33322,  or  call  (305)  472-6922. 

RESEARCH  POSTS,  Department  of  Internal  Medicine, 
Gastroenterology  Division,  University  of  Virginia  School  of 
Medicine.  1)  Instructor  with  background  in  medical  writ- 
ing/editing, knowledge  of  medical  terminology,  also  will  be 
personal  ass’t  to  director  of  GI  research.  2)  Associate  with 
training  in  myoelectric  recording  techniques/neuromuscu- 
lar physiology  of  GI  tract,  PhD  desired.  Send  curriculum 
vitae  to  Richard  W.  McCallum,  MD,  Box  145,  University 
of  Virginia  Medical  Center,  Charlottesville  VA  22908. 

MOVING?  We  need  to  know.  Send  your  new  address  with 
mailing  label  showing  old  address  to  Virginia  Medical,  4205 
Dover  Road,  Richmond  VA  23221. 


WE  SPECIALIZE  IN  THE 
VALUATION  AND  SELLING 
OF  MEDICAL  PRACTICES. 

IF  INTERESTED  IN  BUYING 
OR  SELLING  A MEDICAL 
PRACTICE,  CONTACT  OUR 
BROKERAGE  DIVISION  AT: 

Health  Care 
Personnel  Consulting, 

403  GSB  Building, 

Bala  Cynwyd,  Pa.  19004 
215-667-8630 
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William  T.  Tucker,  Jr.,  MD 
Ervin  E.  Anthony,  MD 
C.  Randolph  Hinson,  Jr.,  MD 
Jethro  Piland,  MD 
W.  Theodore  Tweel,  MD 
Thomas  D.  Blake,  MD 

GASTROENTEROLOGY 

Hilton  R.  Almond,  MD 
Joseph  Longacher,  MD 
Thomas  J.  Sobieski,  MD 

GERIATRICS 

John  P.  Lynch,  MD  (retired) 


HEMATOLOGY/ONCOLOGY 

Burness  F.  Ansell,  MD 
Richard  L.  Glazier,  MD 
H.  St.  George  Tucker,  MD 

INTERNAL  MEDICINE 

John  P.  Lynch,  MD  (retired) 
Robert  W.  Bedinger,  Sr.,  MD 
Marigail  W.  David,  MD 
Joseph  S.  Galeski,  III,  MD 
N.  Michael  Vranian,  MD 
Robert  W.  Bedinger,  Jr.,  MD 
Katherine  Smallwood,  MD 
Kurt  Link,  MD 
Dennis  B.  Forbes,  MD 
Sara  G.  Monroe,  MD 

NEPHROLOGY 

James  A.  Repass,  MD 
Ronald  N.  Kroll,  MD 
Martin  T.  Starkman,  MD 

NUCLEAR  MEDICINE/ 

ENDOCRINOLOGY 

David  L.  Litchfield,  MD 


OBSTETRICS/GYNECOLOGY 
R.  Stephen  Eads,  MD 
Russell  L.  Handy,  MD 
Peter  A.  Zedler,  MD 

ORTHOPAEDIC  SURGERY 
Gary  W.  Routson,  MD 
Hallett  H.  Mathews,  MD 

OPHTHALMOLOGY 
T.  Todd  Dabney,  MD 
Brent  Smith,  MD 


OTOLARYNGOLOGY/ 

FACIAL  PLASTIC  SURGERY 
Olan  N.  Evans,  MD 

PATHOLOGY 

Hubert  R.  White,  Jr.,  MD 

PEDIATRICS 

Harry  L.  Gewanter,  MD 
Gary  W.  Krebs,  MD 
Mary  N.  Megson,  MD 

PHYSICAL  MEDICINE/ 

REHABILITATION 
Herbert  W.  Park,  MD 

PULMONARY  DISEASES 
Scott  K.  Radow,  MD 

RADIOLOGY-DIAGNOSTIC 
Henry  S.  Spencer,  MD 
Donald  P.  King,  MD 
William  F.  Proctor,  MD 
J.  Gregory  South,  MD 
Thomas  G.  Langer,  MD 

RADIOLOGY-THERAPEUTIC 
Henry  S.  Spencer,  MD 
Conrado  Gonzalez,  Jr.,  MD 

RHEUMATOLOGY 
Michael  J.  Miller,  MD 
Charles  L.  Cooke,  MD 

SURGERY/GYNECOLOGY 
Joseph  W.  Coxe,  III,  MD 
Gilbert  H.  Bryson,  MD 
Charles  S.  Drummond,  MD 
Martin  T.  Evans,  MD 


(804)  346-1500 


Goochland  Medical  Center 
Goochland  VA  23063 

6034  Stonewall  Parkway 
Mechanicsville  VA  23111 


7702  Parham  Road,  Richmond  VA  23229 


10431  Patterson  Avenue 
Richmond  VA  23229 

3800  Meadowdale  Boulevard  1000  Chinaberry  Boulevard 

Richmond  VA  23234  Richmond  VA  23225 


LETTERS 


“Am  I to  assume  that 
my  career  is  now  over?” 

I received  my  Virginia  medical  license  and  began 
practicing  general  surgery  in  Galax,  Virginia,  in 
August  1965.  Initially  my  work  was  performed  at 
the  Galax  General  Hospital,  where  I have  been 
chief  of  staff,  and  later  at  the  Twin  County  Commu- 
nity Hospital,  where  I have  served  as  chief  of  the 
surgical  department. 

For  many  years  my  professional  liability  was 
carried  by  Aetna  Insurance,  then  I switched  to  St. 
Paul  because  our  local  representative  no  longer 
represented  Aetna.  St.  Paul  carried  my  liability 
until  April  of  1982,  when  I chose  to  go  with  the 
Virginia  Insurance  Reciprocal  because  of  its  lower 
rates  and  the  fact  that  the  Twin  County  Community 
Hospital’s  liability  was  with  them.  I have  been 
informed  by  letter  that  the  Reciprocal,  as  of  May 
25,  1986,  will  no  longer  carry  my  professional 
liability  due  to  frequency  of  claims  and  severity. 

I certainly  am  not  without  an  unblemished  re- 
cord, but  I feel  I have  as  good  a record  as  any 
general  surgeon  who  has  actively  practiced  for  29 
years.  Over  that  period  of  time  I have  had  a total  of 
five  suits  filed  against  me;  three  were  settled  out  of 
court  and  two  dropped  prior  to  any  court  action. 
Unfortunately,  two  of  the  settled  claims  were  han- 
dled by  the  Reciprocal.  I have  not  had  a claim  filed 
against  me  since  February  of  1983  and  am  not  aware 
of  any  pending  claims. 

I have  attended  malpractice  seminars  sponsored 
by  the  Reciprocal,  as  they  advise  to  all  covered 
physicians.  I am  a member  in  good  standing  of  the 
American  Medical  Association,  Southern  Medical 
Association,  The  Medical  Society  of  Virginia,  and 
the  Southwestern  Virginia  Medical  Society. 

I am  53  years  old,  in  excellent  health  with  no 
physical  or  mental  impairments.  I do  not  smoke  or 
drink  and  am  not  using  any  medications  or  drugs.  I 
am  a very  busy  practitioner,  taking  care  of  the 
needs  of  a rural  community  with  no  current  pros- 
pects of  a replacement.  My  young  surgical  col- 
league is  frantic  over  my  predicament,  not  being 
able  to  handle  the  entire  caseload  and  wondering  if 
this  might  some  day  be  his  dilemma. 


In  order  to  practice  at  the  Twin  County  Commu- 
nity Hospital,  the  board  of  trustees  has  demanded 
that  all  their  physicians  carry  substantial  malprac- 
tice coverage.  I have  been  informed  by  my  local 
insurance  representative  that  he  cannot  find  a carri- 
er who  will  cover  my  professional  liability. 

I believe  this  action  by  the  Reciprocal  to  be 
grossly  unfair.  What  encouragement  would  a young 
man  or  woman  have  to  enter  the  field  of  medicine 
knowing  that  a future  legal  suit  could  completely 
ruin  his  or  her  career?  This  trend  will  surely  ruin  the 
medical  profession.  Am  I to  assume  that  my  career 
is  now  over?  With  no  coverage,  I can  no  longer 
practice  at  any  facility.  I am  too  young  to  be 
eligible  for  retirement  benefits  and  cannot  draw 
disability.  This  leaves  me  with  no  income  and  my 
family  in  a critical  economic  bind.  Being  at  a dead 
end,  I would  appreciate  any  advice  you  might  have 
for  me.  The  medical  staff  has  assured  me  of  their 
total  and  full  support  in  doing  everything  possible  to 
try  and  reverse  this  decision. 

Juan  F.  Rios,  MD 

119  Hospital  Drive 
Galax  VA  24333 


Seeks  reversal  of 
unified  membership 

I am  concerned  that  the  action  of  the  House  of 
Delegates  of  The  Medical  Society  of  Virginia  has 
decreed  that  membership  in  this  body  automatically 
confers  membership  in  the  American  Medical  Asso- 
ciation, without  submitting  the  matter  to  an  open 
meeting  of  the  members.  Surely  those  who  wish  to 
belong  to  the  AM  A have  already  joined.  Shall  we 
infer  that  those  who  have  not  spontaneously  be- 
come members  of  the  AMA  are  now  obliged  to 
become  titular  member  whether  they  wish  to  do  so 
or  not? 

I have  been  proud  that  our  state  Society  had  not 
yielded  yet  to  pressure  from  the  AMA  to  make 
membership  in  that  body  compulsory,  as  have  the 
medical  societies  of  several  other  states.  Perhaps 
that  feeling  was  premature.  There  are  legislative 
names  for  the  restraint  of  free  choice,  and  the 
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The  Medical 
Society 
of  Virginia 


President 
President  Elect 
Past  President 
Vice  Presidents 


Speaker 
Vice  Speaker 


Charles  M.  Caravati.  Jr..  MD 
Richard  L.  Fields,  MD 
Harry  C.  Kuykendall,  MD 
Glenn  B.  Updike.  Jr.,  MD 
J.  Thomas  Hulvey,  MD 
Donald  S.  Thorn,  MD 
William  H.  Barney.  MD 
George  E.  Broman.  MD 


Councilors 

by 

District 


Vice 

Councilors 


Councilors 
Ex  Officio 


1st:  William  H.  Sipe.  MD 
2nd:  Frederick  M.  McCune.  MD 
3rd:  William  W.  Regan.  MD 
4th:  H.  Alan  Bigley,  Jr.,  MD 
5th:  Gerald  C.  Burnett.  MD 
6th:  J.  Hayden  Hollingsworth,  MD 
7th:  John  A.  Owen,  Jr.,  MD 
8th:  Nicholas  G.  Colletti,  MD 
9th:  James  L.  Patterson,  Jr.,  MD 
10th:  Leon  I.  Block.  MD 
1st:  Louis  D.  Parham.  Jr.,  MD 
2nd:  Russell  D.  Evett,  MD 
3rd:  C.  M.Kinloch  Nelson,  MD 
4th:  John  W.  Hollowed,  MD 
5th:  Edwin  J.  Harvie,  MD 
6th:  Eugene  R.  Lareau.  MD 
7th:  A.  Ashley  Futral,  Jr..  MD 
8th:  Ira  J.  Green,  MD 
9th:  John  Boniface,  Jr..  MD 
10th:  Barbara  A.  Mella,  MD 
James  B.  Kenley,  MD 
Edwin  L.  Kendig.  Jr.,  MD 


AM  A Delegates  H.  C.  Alexander,  III,  MD 

Raymond  S.  Brown.  MD 
F.  Ashton  Carmines.  MD 
William  J.  Hagood.  Jr.,  MD 
John  A.  Martin.  MD 
Michael  A.  Puzak,  MD 
W.  Leonard  Weyl,  MD 
Percy  Wootton,  MD 
Alternates  Leon  I.  Block.  MD 

William  S.  Burton,  MD 
Charles  M.  Caravati.  Jr.,  MD 
Russell  D.  Evett,  MD 
Arthur  A.  Kirk,  MD 
Harry  C.  Kuykendall,  MD 
George  M.  Nipe,  MD 
Harold  L.  Williams,  MD 

James  L.  Moore,  Jr.,  Executive  Vice  President 


Virginia  legislature  may  indeed  take  a dim  view  of 
such  a high-handed  procedure.  If  the  constitution 
and  bylaws  of  the  Society  permit  or  encourage  such 
arbitrary  decisions,  they  need  to  be  changed. 

It  is  depressing  to  think  that  an  important  decree 
would  be  resented  by  many  members  to  the  point  of 
resignation  from  the  Society.  More  resignations  will 
certainly  follow. 

Jefferson  would  not  have  hesitated  to  put  a name 
to  this  practice,  and  Patrick  Henry  would,  with  a 
dramatic  gesture,  have  openly  called  it  taxation 
without  representation. 

If  the  situation  is  irreversible,  I see  no  choice  but 
to  tender  my  own  resignation. 

George  R.  Minor,  MD 

803  Gilliam’s  Mountain  Road 
Charlottesville  VA  22901 


Not  their  fault? 

He  doesn’t  believe  it. 

As  a former  Virginia  physician  and  an  out-of- 
state  member  of  The  Medical  Society  of  Virginia,  I 
would  like  to  respond  to  an  advertisement  which 
seems  to  run  in  every  issue  of  Virginia  Medical. 

I find  the  advertisement  for  the  Virginia  Insur- 
ance Reciprocal  offensive  and  filled  with  false- 
hoods. I assume  this  is  a paid  advertisement;  if  not, 
it  should  be  changed.  The  ad  states  that  urbaniza- 
tion is  the  single  most  important  predictor  of  the 
frequency  of  malpractice  claims.  The  State  of  Flori- 
da is  not  exactly  an  urban  area,  but  is  has  a claims 
frequency  of  third  or  fourth  in  the  nation.  This 
advertisement  goes  on  to  state  that  the  only  way  to 
reduce  the  cost  of  malpractice  is  to  reduce  the 
frequency  and  severity  of  claims.  I would  refer  this 
group  to  a listing  of  pending  legislation  in  various 
states  in  a recent  edition  of  American  Medical 
News.  Caps  on  awards,  limitations  of  awards  for 
pain  and  suffering  and  most  important  changes  in 
the  contingency  fee  system  are  a few  of  the  many 
proposals  now  being  considered  by  many  states. 

It  is  indeed  rare  to  read  in  a medical  journal  an 
advertisement  stating  that  attorneys  are  not  at  least 
partially  responsible  for  our  present  malpractice 
and  the  general  insurance  crisis. 

Jerry  S.  Patey,  MD 

1701  Water  Street 

New  Port  Richey  FL  33552 

Editors’  Note:  Dr.  Patey  alludes  to  a three-page 
advertisement  paid  for  by  the  Reciprocal  titled  “It’s 
not  their  fault!”  The  ad  has  been  replaced  by  the 
one  you  see  beginning  on  the  opposite  page. 
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1985  ...A  YEAR  OF  CRISIS 


"No  doubt  1985  will  be  remembered  in  the  insurance  industry  as  the  worst  year 
ever  for  casualty  losses. 

"Combined  operating  losses  for  the  industry  at  year-end  are  expected  to 
exceed  $5.3  billion  and  that  follows  a loss  of  $3.8  billion  for  1 984. 

"That  the  insurance  industry  is  in  "crisis"  is  not  in  question.  What  this  means  is  a 
matter  of  considerable  difference  of  opinion. 

"First  we  should  remember  that  the  origin  of  the  word  crisis  is  from  the  Greek 
"krisis"  which  means  "decision"  and  is  best  defined  as  a turning  point-especially  in 
its  medical  sense. 

"The  Virginia  Insurance  Reciprocal  was  born  of  the  crisis  in  malpractice 
insurance  of  the  mid-1970s,  and  it  has  been  built  and  developed  as  a direct 
response  to  conditions  afflicting  the  industry.  Created  out  of  crisis,  the  Reciprocal 
is  perhaps  most  ideally  suited  to  respond  to  the  present  situations  in  an  industry 
beset  by  the  raging  storms  of  an  unsettled  marketplace." 


—from  the  1985  Annual  Report  of 

The  Virginia  Insurance  Reciprocal. 


It  is  for  the  better  understanding  of  the 
opportunities  created  by  the  current  crisis  in 
malpractice  insurance  that  we  at  The  Virginia 
Insurance  Reciprocal  chose  this  theme  for  our 
annual  report. 

With  all  the  current  attention  focused  on  the 
danger  of  the  "crisis"  in  the  malpractice  insur- 
ance industry  we  thought  it  would  be  construct- 
ive to  examine  the  opportunities. 

We  believe  that  when  faced  with  a crisis,  all 


too  often  the  danger  is  perceived  and  the 
opportunity  ignored.  Better  to  follow  the  advice 
of  the  statesman  who  characterized  crisis  as 
'Glorious  opportunities  fiendishly  disguised  as 
insoluble  problems.' 

At  the  Reciprocal  we  expect  to  benefit  from 
this  "crisis"  as  much  as  we  did  from  the  one 
which  gave  us  birth. 

Send  for  a copy  of  our  1985  Annual  Report 
and  considerthe  opportunities  with  us. 


Write  to  us  at: 

TVIR  Annual  Report 

The  Virginia  Center  for  Health  Affairs 
P.O.Box  31 394 
Richmond,  Virginia 
23294-1394 

Or  Call  us  at:  747-8600 
Toll  Free:  1 800  552-3025 


The  Mew  from  Capitol  Hill 


/ FTT!  he  physician  payment 
^ I issue  is  the  next  big 
thing,”  the  MSV  delega- 
tion in  Washington  on  May  14 
heard  from  Judith  Brown,  Director 
of  the  Health  Care  Financing  Ad- 
ministration’s Office  of  Profession- 
al and  Scientific  Affairs.  (And  right 
on  its  heels,  she  added,  will  come 
the  issue  of  how  outpatient  charges 
are  devised.) 

The  Administration  prefers  a 
system  of  payment  by  capitation 
effected  through  HMOs,  PPOs,  and 
myriad  other  medical  plans,  Ms. 
Brown  said.  The  administering  en- 
tity would  be  paid  95%  of  the 
adjusted  average  per  capita  cost  for 
a Medicare  beneficiary  to  be  cared 
for  over  a stated  period  of  time. 
Corporations  are  moving  in  that 
direction,  the  speaker  commented; 
they  like  “packaging.” 

But  there  are  other  points  of 
view  in  Congress,  and  some  physi- 
cians— and  patients — would  not 
fall  within  a capitation  system,  she 
continued,  so  various  other  ways 
of  physician  payment  are  being 
talked  about  in  Washington. 

For  a while,  DRGs  for  doctors 
(“MD-DRGs”)  seemed  to  be  the 
ticket,  but  this  was  found  to  pose 
too  many  problems,  Ms.  Brown 
related,  and  enthusiasm  has  waned. 

“We  could  do  a fee  schedule 
based  on  historical  charges,”  she 
said,  “or  one  developed  around  a 
resource-based  relative  value 
scale.”  The  latter  would  be  a far 
more  complex  undertaking,  she 
noted,  since  it  would  require  agree- 
ment among  doctors  about  the  rela- 
tive resources  that  go  into  a specif- 
ic medical  service — time,  skill, 
economic  factors,  overhead,  cogni- 
tion, “the  whole  ball  of  wax”  as 
she  put  it.  Harvard  University  is 
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Medical  Society  of  Virginia  officers  and  councilors  were 
afforded  the  visitors’  view  from  Capitol  Hill  when  they  took 
their  traditional  springtime  trip  to  Washington.  In  the  morning 
they  heard  briefings  by  Rep.  Thomas  Bliley  and  HCFA’s 
Judith  Brown,  and  at  noon  all  ten  of  Virginia’s  congressmen 
and  both  senators  joined  them  for  lunch. 

Quite  another  view  from  Capitol  Hill,  that  of  legislative 
aides  for  health  care  issues,  is  the  subject  in  succeeding  pages 
of  this  section.  Dr.  Peyton  Weary  describes  a preceptorship 
program  for  these  aides  at  the  University  of  Virginia,  and 
Janet  Bruce  of  Congressman  Bliley’s  staff  writes  of  her 
experience  in  that  program. 


conducting  a study  of  the  mechan- 
ics/implications of  such  a system, 
and  the  American  Medical  Associ- 
ation has  subcontracted  to  help  in 
that  research;  a report  is  not  due 
for  “a  couple  of  years,”  according 
to  Ms.  Brown. 

The  Administration  also  likes  the 


payment-by-voucher  concept,  she 
said,  and  at  the  next  session  of 
Congress  will  probably  introduce 
legislation  relating  to  voucher  pay- 
ments. A recent  report  by  the 
AMA’s  Councils  on  Medical  Ser- 
vice and  Legislation  recommended 
a voucher  payment  system  for 


Judith  Brown  briefing 
the  Virginia  physicians 


Medicare;  under  the  report’s  plan, 
every  person  65  and  over  would  be 
provided  with  an  annual  voucher 
with  which  to  purchase  a private 
health  insurance  policy. 

No  doubt  other  ideas  will  be  add- 
ed to  these,  Ms.  Brown  observed, 
and  “we  in  HCFA  are  most  inter- 
ested in  hearing  your  responses  to 
these  proposals.  We  need  to  hear 
from  you,”  she  said  emphatically, 
gesturing  to  encompass  her  audi- 
ence. “There’s  always  a point  of 
entry  at  my  office.” 

The  listening  physicians  liked 
Ms.  Brown.  “She’s  receptive,” 
one  commented.  “You  get  an  invi- 
tation from  a government  official  to 
call,  that’s  important.”  To  register 
your  opinion  with  her,  write  to  330 
Independence  Avenue  SW,  Suite 
4039,  Washington  DC  20201 , or  call 
(202)  472-7416. 

For  a report  of  Bliley’s  briefing, 
see  page  391.  — A.G. 


Because  he  lives  in  Manakin-Sabot,  in  Virginia’s  7th  district,  and  practices 
in  Richmond,  in  the  3rd  district,  MSV  President  Charles  M.  Caravati,  Jr., 
has  two  congressmen,  and  he  waylaid  them  both  at  the  Congressional 
Luncheon.  Above,  he  enjoys  a remark  by  Rep.  Thomas  J.  Bliley,  Jr. 
(R-Richmond).  Below,  he  makes  a point  with  Rep.  D.  French  Slaughter,  Jr. 
(R-Charlottesville).  Dr.  Caravati  was  the  official  host  for  the  luncheon. 


Photos  by  Marty  Katz 
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Visitors  to  a Medical  Planet 


Because  congressmen  and  senators  must  be 
familiar  with  a bewildering  array  of  issues, 
they  must  rely  heavily  upon  their  legislative  aides 
to  provide  background  information  upon  which  to 
base  their  decisions.  Legislative  aides  tend  to 
become  specialists  in  the  areas  to  which  their 
bosses  assign  them.  These  individuals  are  usually 
bright,  highly  motivated,  well  intentioned  and 
often  very  well  informed  about  health  care  issues. 
However,  a survey  conducted  by  Grupenhoff  in 
1983 1 revealed  that  only  2%  of  congressional  aides 
who  deal  regularly  with  health  care  issues  have 
any  formal  health  care  training  or  experience.  It 
seemed  logical  that  some  of  them  might  welcome 
the  opportunity  to  observe  the  functioning  and 
complexities  of  an  academic  medical  center  at 
close  range  in  order  to  better  understand  the 
potential  impact  of  new  health  legislation. 

Consequently,  the  American  Academy  of  Der- 
matology was  approached  in  1984  and  asked  to 
fund  a hands-on  Preceptorship  Program  for  Con- 
gressional Health  Legislative  Aides  to  be  created 
on  a pilot-project  basis  at  the  University  of  Virgin- 
ia Medical  Center.  The  Academy  readily  agreed, 
as  did  the  University  Medical  Center  administra- 
tion. In  September  of  1984  a brochure  was  sent  to 
all  members  of  Congress  inviting  them  to  submit 
the  names  of  their  congressional  health  legislative 
aides  who  might  wish  to  participate  in  the  pro- 
gram. Initially,  41  nominations  were  received. 

To  develop  the  curriculum  a committee  was 
appointed  by  Dr.  William  H.  Muller,  Jr.,  vice- 
president  for  health  affairs,  comprised  of  interest- 
ed individuals.  The  Hon.  J.  Kenneth  Robinson, 
congressman  from  Virginia’s  7th  district,  was  en- 
listed as  a consultant.  The  curriculum  was  based 
upon  identification  of  17  major  health  policy  issues 
of  concern  to  the  Congress  which  were  related  to 
activities  or  interactions  occurring  in  an  academic 
medical  center. 

In  late  November  and  early  December  of  1984 
the  first  group  of  six  preceptees  started  an  inten- 
sive program,  half  for  one  week  and  half  for  two 
weeks.  Among  the  activities  scheduled  were  an 
evening  for  each  in  the  emergency  room,  ward 
rounds  in  the  medical  intensive  care  unit,  tours  of 
the  surgical  and  neonatal  intensive  care  units,  the 


Children’s  Rehabilitation  Center  and  selected  re- 
search laboratories.  In  addition,  visits  to  the  geri- 
atric and  diabetes  units,  and  to  the  lithotripter  and 
nuclear  magnetic  resonance  facilities  and  discus- 
sions with  directors  of  these  units  were  scheduled. 
The  preceptees  met  with  the  vice  president,  the 
dean,  the  hospital  director  and  his  staff,  chairmen 
of  major  departments,  students,  residents,  the 
dean  of  nursing  and  director  of  nursing  services. 
They  attended  medical  grand  rounds,  a CPC,  the 
Medical  Center  Hour  and  selected  ambulatory 
care  clinics,  and  visited  offices  of  town  physicians. 
They  met  as  a group  with  the  Human  Ethics 
Committee,  the  Human  Investigation  Committee, 
and  the  Animal  Care  Committee.  Additional  un- 
scheduled activities  were  arranged  on  an  individ- 
ual basis  for  those  having  special  interests  which 
could  be  accommodated.  All  in  all  it  was  a very 
intensive  period,  and,  in  fact,  perhaps  too  inten- 
sive for  some.  With  that  proviso  the  responses 
from  the  preceptees  at  an  exit  interview  were 
enthusiastic  and  uniformly  favorable. 

A decision  was  made  that  some  less  useful 
activities  would  be  deleted  for  subsequent  groups, 
the  curriculum  would  be  slightly  decompressed 
and  the  length  of  time  limited  to  one  week.  Thus 
revised,  three  additional  seminars  have  been  held, 
each  for  six  legislative  aides,  who  found  the  pro- 
gram stimulating  and  challenging. 

The  cooperation  from  all  involved  segments  of 
the  Medical  Center  has  been  most  enthusiastic, 
and  it  is  envisioned  that  this  will  become  a twice 
yearly  event  on  an  ongoing  basis.  We  feel  this 
program  provides  an  excellent  opportunity  to  im- 
prove communications  between  members  of  the 
health  care  profession  and  congressional  aides, 
who  are  key  elements  in  the  legislative  decision- 
making process. 

Peyton  E.  Weary 

L Grupenhoff  JT.  Profile  of  congressional  health  legis- 
lative aides.  Mt  Sinai  (NY)  J Med  1983;50:1-7 

Dr.  Weary  is  chairman  of  the  Preceptorship  Program 
for  Congressional  Aides.  He  is  also  chairman  of  the 
Department  of  Dermatology  at  the  University  of  Virgin- 
ia, where  he  may  be  addressed  at  Box  134,  Charlottes- 
ville VA  22908. 
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New  Perceptions  of  Medicine 


A Virginia  congressman’s  aide 
gains  insight  into  “how  people  run 
a hospital  while  coping  with  the  worst 
that  Washington  can  throw  at  them.” 


By  Janet  T.  Bruce 

Once  in  a while  a congressional 
staffer  gets  invited  to  attend 
a seminar  or  lecture  which  is  truly 
out  of  the  ordinary.  This  was  cer- 
tainly the  case  when  Dr.  Peyton 
Weary  approached  me  with  the 
idea  of  a medical  preceptorship 
program  at  the  University  of  Vir- 
gina  Medical  Center. 

At  the  time,  I was  a legislative 
assistant  for  Congressman  Tom 
Bliley  with  jurisdiction  over  health 
care  issues.  I regret  to  say,  howev- 
er, that  my  experience  with  health 
care  was  quite  limited  to  my  own 
personal  experiences  and  those  of 
my  friends  and  family.  Clearly,  this 
type  of  experience  would  not  help 
when  dealing  with  legislative  pro- 
posals and  physician  concerns. 
With  all  this  in  mind,  I was  quite 

Janet  Bruce  is  press  secretary  to  the 
Hon.  Thomas  J.  Bliley,  Jr.,  congress- 
man from  Virginia’s  3rd  district.  Ad- 
dress correspondence  to  her  at  213 
Cannon  House  Office  Building,  Wash- 
ington DC  20515. 


pleased  when  Dr.  Weary  invited 
me  to  attend  this  program.  To  be 
honest,  the  idea  of  spending  two 
weeks  at  the  Boar’s  Head  Inn  in 
Charlottesville  was  not  an  unpleas- 
ant thought,  either.  For  those  of  us 
who  participated  in  the  first  pro- 
gram, the  timing  was  perfect.  Con- 
gress had  adjourned  for  the  year  in 
October  and  the  prospect  loomed 
large  that  the  next  few  months 
would  be  tedious  and  very,  very 
long.  It  did  not  occur  to  me,  how- 
ever, that  the  time  would  be  so  well 
spent  or  so  enjoyable. 

Our  first  evening  was  a very  re- 
laxed one  spent  at  Dr.  Weary’s 
home  sharing  drinks  and  dinner 
with  faculty  and  staff  members 
from  the  University  of  Virginia 
Medical  Center.  Not  only  is  this  a 
delightful  way  to  meet  people,  but 
the  friendly  atmosphere  was  an  as- 
set in  our  future  meetings. 

As  we  began  our  week  early  on 
Monday  morning,  it  became  clear 
that  we  had  been  brought  here  to 
learn,  not  to  gaze  at  the  Blue  Ridge 
Mountains  or  to  roam  idly  about 
the  UVa  campus,  although  we  did 


have  time  for  both  of  these  activi- 
ties during  our  stay.  The  week  was 
one  meeting,  tour  or  lecture  after 
another.  As  we  found  out,  there 
was  a great  deal  of  information  to 
soak  up  during  a relatively  short 
period  of  time. 

Rather  than  doing  an  itinerary  of 
our  two  weeks,  I would  rather 
point  out  some  of  what  I consider 
to  be  highlights  of  that  visit,  and  to 
make  here  the  suggestions  that  we 
made  to  Dr.  Weary  at  the  end  of 
the  conference. 

The  first  week  was  consumed 
with  the  statistics  and  data 
that  the  administrative  staff  relent- 
lessly threw  at  us.  Sitting  in  on 
discussions  of  various  committees 
may  not  always  be  the  most  excit- 
ing, but  surely  was  one  of  the  most 
beneficial  experiences  of  our  trip. 
Particularly  for  staff  members  who, 
like  myself,  lack  a medical  back- 
ground or  knowledge,  it  was  most 
important  to  talk  with  the  people  at 
the  hospital  who  deal  with  the  very 
important  everyday  issues  of  how 
to  run  a hospital  while  coping  with 
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At  the  seminar  she  describes  in  this  article,  Janet  T.  Bruce  appears  at  far  left  with 
Dr.  Peyton  Weary  and  aides  Eartha  Isaac  and  Rebecca  Brady  from  the  offices  of 
Sen.  Arlen  Specter  (Pa)  and  Rep.  Roy  Rowland  (Ga).  Behind  them  is  a portrait  by 
Mrs.  Janet  Weary  of  Dr.  Edward  P.  Cawley,  who  preceded  Dr.  Weary  as  chairman 
of  the  Department  of  Dermatology  at  the  University  of  Virginia. 


the  worst  that  Washington  can 
throw  at  them.  As  it  became  clear 
to  us,  this  is  no  easy  task. 

Of  particular  interest  to  me,  and 
an  activity  I learned  was  removed 
from  later  tours,  was  the  evening 
spent  in  the  emergency  room. 
Some  people  are,  admittedly,  a bit 
squeamish  about  this,  but  I believe 
it  is  an  important  function  of  a 
hospital  and  one  that  shouldn’t  be 
missed.  It  was  particularly  interest- 
ing to  note  that  the  vast  majority  of 
patients  who  came  to  the  emergen- 
cy room  the  night  I worked  were 
not,  in  my  lay  opinion,  emergen- 
cies. It  appeared  that  most  patients 
could  certainly  have  waited  until 
morning  to  be  seen  by  one  of  the 
clinic  doctors.  Emergency  services 
are  another  unavoidable  high  cost 
that  the  hospital  must  bear. 

I was  pleased  to  see  that  the 
tours  of  the  intensive  care  units 
were  not  deleted  when  the  precep- 
torship  was  reduced  to  one  week. 
These  tours  were  fascinating,  not 
only  to  appease  our  natural  curios- 
ity but  also  because  of  their  ability 
to  show  us  exactly  where  money 
goes  in  a hospital  such  as  the  UVa 
Medical  Center.  Our  group  fol- 


lowed one  particular  patient  into 
the  hospital  on  an  emergency  night, 
through  the  MICU  and,  unfortu- 
nately, into  the  morgue.  He  was  a 
drug  addict  who  had  ingested  a 
very  large  dose  of  Tylenol  \ His 


medical  complications  were  se- 
vere, but  the  hospital  made  valiant 
efforts  to  keep  him  alive.  Some 
people  would  argue,  and  in  fact 
some  in  our  group  did  argue,  as  to 
the  benefits  of  giving  such  a “hope- 
less” patient  so  much  expensive 
care.  If  I learned  one  thing  during 
my  two  weeks  at  UVa,  it  was  that  a 
doctor’s  first  and  foremost  desire  is 
to  keep  the  patient  alive;  not  to 
make  a value  judgment  on  the  qual- 
ity of  his  life.  Once  politics  and 
finances  replace  that  desire,  then 
we  have  all  lost  the  essence  of  the 
medical  profession  and,  ultimately, 
the  value  of  human  life. 

The  entire  two-week  period  was 
interspersed  with  meetings 
with  various  administrative  staff 
and  the  chairmen  of  the  different 
medical  specialties.  This  was  a 
unique  opportunity  to  talk  one-on- 
one  with  physicians  to  find  out 
their  needs  and  their  problems  in 
dealing  with  the  federal  govern- 
ment. A doctor,  particularly  a de- 


Guide  to  Health  Aides 

The  legislative  aide  for  health  care  issues  is  your  congressman’s 
assigned  information  center  and  listening  post  for  all  matters  relating 
to  legislation  on  medical  matters.  If  you  have  a message  for  your 
legislator,  register  it  with  this  aide;  it  will  be  delivered  at  a time  when 
the  legislator  is  receptive.  These  aides  are  also  walking  encyclope- 

dias  of  health  care  legislation 

in  progress  on  Capitol  Hill  and  can 

give  you  any  information  you  need  on  specific  bills. 

District  Legislator 

Aide  for  Health 

Phone 

1.  Herbert  H.  Bateman  (R) 

Rick  Dykema 

(202)  225-4261 

2.  G.  William  Whitehurst  (R) 

Donna  Wooten 

(202)  225-4215 

3.  Thomas  J.  Bliley,  Jr.  (R) 

Ron  Hamm 

(202)  225-2815 

4.  Norman  Sisisky  (D) 

Greg  Gibbs 

(202)  225-6365 

5.  W.  C.  (Dan)  Daniel  (D) 

Terry  Hoye 

(202)  225-4711 

6.  James  R.  Olin  (D) 

Meredith  Manning 

(202)  225-5431 

7.  D.  French  Slaughter,  Jr.  (R) 

Kelly  Chapman 

(202)  225-6561 

8.  Sanford  E.  Parris  (R) 

Christie  Copeland 

(202)  225-4376 

9.  Frederick  C.  Boucher  (D) 

Lynn  Hammond 

(202)  225-3861 

10.  Frank  R.  Wolf  (R) 

Susan  Feaster 

(202)  225-5136 

Sen.  John  W.  Warner  (R) 

Rem  Dickenson 

(202)  224-2023 

Sen.  Paul  S.  Trible,  Jr.  (R) 

Kelly  Massie 

(202)  224-4024 
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partment  head,  must  be  as  good  an 
accountant  and  administrator  as  he 
is  a physician  in  order  to  appease 
the  giant  bureaucracy  that  is  en- 
gulfing the  medical  profession. 
Truth  to  tell,  however,  some  of 
these  meetings  were  repetetive  in 
that  we  often  met  with  the  same 
physicians  and,  ultimately,  dis- 
cussed the  same  problems  again 
and  again.  I see  from  a more  recent 
schedule  of  activities  that  many  of 
the  committee  meetings  were  de- 
leted or  were  combined  into  other 
parts  of  the  program. 

One  other  criticism  that  the  first 
group  had  (and  which,  by  the  way, 
led  to  changes  in  succeeding  pro- 
grams) was  the  extensive  touring  of 
clinical  research  laboratories.  I 
think  I speak  for  all  of  us  who 
attended  the  first  preceptorship 
when  I say  that,  to  the  untrained 
eye,  one  research  lab  looks  very 
much  like  every  other,  and  the  ex- 
planation of  research  techniques 
was  a bit  heady  for  congressional 
staffers.  (Remember,  we  don’t 
have  any  medical  background!) 

All  in  all,  I not  only  enjoyed  my 
two  weeks  in  Charlottesville,  but  I 
believe  that  I learned  a great  deal 


See  related  editorial  on  page  411. 


as  well.  I am  no  longer  a legislative 
assistant  and  I don’t  deal  directly 
with  the  issues  dealing  with  the 
medical  profession.  I still  work  for 
Congressman  Bliley,  but  now  in 
the  capacity  of  press  secretary. 
Even  though  I no  longer  have  di- 
rect responsibility  for  legislative 
proposals,  I believe  that  my  experi- 
ence at  UVa  has  contributed  to 
decisions  made  by  our  legislative 
staff.  Dr.  Weary  should  be  congrat- 
ulated on  his  idea,  and  the  entire 
medical  staff  at  UVa  should  be 
commended  for  their  time  and  ef- 
forts in  conducting  this  program. 
After  all,  it's  not  often  that  one  can 
get  so  much  advice  from  a doctor 
without  ever  having  to  pay  a bill! 


Congressman  Bliley 


Views  From  an  Insider 

From  Rep.  Thomas  J.  Bliley,  Jr.  (R-Richmond),  the  Medical 
Society  of  Virginia  contingent  visiting  Capitol  Hill  in  May  heard  an 
insider’s  views  of  major  medical  issues  before  Congress. 

In  the  area  of  physician  reimbursement,  the  congressman  forecast 
that  “the  only  potential  hit  on  physicians  next  year  would  be  a lower 
fee  schedule  for  certain  ‘overpriced’  procedures.  A list  of  these 
procedures  was  included  in  the 
Budget  Reconciliation  Act.  I do 
not  know  of  anyone  who  sup- 
ports the  present  pricing  sched- 
ule— except  the  people  who  per- 
form them,  of  course.’’  Beyond 
that,  he  continued,  “there  seems 
to  be  little  desire  to  slam  the 
doctors  again,  and  I heartedly 
endorse  that  new-found  reason- 
ableness.’’ 

As  for  the  tax  reform  activity 
getting  so  much  attention,  the 
proposals  sounded  to  Bliley 
“very  good  in  general,  but  I will 
look  very  carefully  at  any  tax 
reform  bill  that  comes  to  the 
House  floor  for  a vote.’’  Specifi- 
cally, he  promised  to  keep  on  the  alert  for  changes  in  Section  40 1 (k) 
of  the  Tax  Code  having  to  do  with  pension  and  profit-sharing  plans, 
“which  I know  some  of  you  are  concerned  about.’’ 

Reminding  his  listeners  of  the  proposed  ban  on  the  distribution  of 
samples  by  drug  manufacturers,  Bliley  offered  his  audience  “some 
good  news.”  He  had  been  instrumental,  he  said,  in  framing  changes 
that  would  “preserve  your  ability  to  receive  and  distribute  sam- 
ples.” How?  As  projected,  the  detail  man  gives  the  physician  a slip 
of  paper,  the  physician  fills  it  out  and  sends  it  to  the  manufacturer, 
and  the  manufacturer  sends  the  drugs  to  the  physician.  “It’s  a little 
more  trouble  for  you,”  he  admitted,  “but  I think  it’s  worth  the 
effort”  to  deal  with  the  problem  of  drug  diversion.  “I  hope  we  can 
preserve  this  bill  through  the  Health  Subcommittee,”  he  said.  “I 
may  have  to  call  on  your  help  in  that  process.” 

On  the  subject  of  liability  reform,  he  had  joined  other  congress- 
men in  cosponsoring  a bill  that  motivates  the  states  to  reform  their 
tort  laws,  he  revealed.  But  “the  fact  is  there  is  no  general  agreement 
on  solving  the  liability  crisis,”  Bliley  warned  the  physicians.  “There 
just  aren’t  enough  legislative  days  left  in  this  session  to  pass  a bill  of 
this  magnitude,  but  with  a new  Congress  coming  into  session  next 
January  we  will  have  two  full  years  to  work  on  a solution."  He 
hoped  particularly,  he  said,  that  legislation  would  make  it  possible 
for  physicians  and  insurance  companies  to  recover  “reasonable 
costs  for  defense  of  a case.  It  would  make  insurance  companies 
more  willing  to  go  to  court,”  he  believes,  “and  make  people  more 
hesitant  to  bring  actions.  I would  love  to  see  that.”  — A.G. 
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View  from  a Famous  Staircase 


In  a setting  of  turn-of-the-century 
splendor,  VaMPAC  gave  a party 
for  state  legislators  returning  to  the 
capital  city  for  the  1986  veto  ses- 
sion. The  scene  was  a national  trea- 
sure, the  grand  old  Hotel  Jelferson 
in  downtown  Richmond,  newly  re- 
stored to  gilt  and  marble  glory  and 
dispensing  Southern  hospitality  as 
the  Jefferson  Sheraton. 

Designed  by  the  renowned  archi- 
tectural team  of  Carrere  and  Has- 
tings, the  Jefferson  was  a magnet 
for  elite  Virginians  from  the  mo- 
ment it  opened  in  1895.  The  Medi- 
cal Society  of  Virginia  held  its 
annual  meetings  there;  in  its  Octo- 
ber 1980  issue,  Virginia  Medical 
published  a vintage  photograph  of 


MSV  members  standing  before  the 
Jefferson  at  the  1911  meeting. 

The  legislators  turned  out  in 
force  to  see  what  wonders  millions 
of  dollars  had  wrought  and  to  enjoy 
the  company  of  VaMPAC  mem- 
bers around  the  buffet  table  in  the 
Grand  Ballroom. 

► In  the  Grand  Ballroom,  Del.  W. 
Tayloe  Murphy,  Jr.  (D-Warsaw), 
left,  and  Dr.  Arthur  B.  Gravatt, 
Kilmarnock. 

▼ On  the  Jefferson’s  famous  stair- 
case, Del.  George  F.  Allen  (R-Char- 
lottesville),  left,  and  Dr.  David  W. 
MacMillan,  Richmond. 


Photographs  by  Carlye  Collier 


A In  one  of  the  Jefferson’s  banquet  rooms,  Dr.  J.  Paul  Bullock,  Jr., 
Richmond,  with  Del.  Yvonne  B.  Miller  (D-Norfolk),  left,  and  her  aide, 
Hilda  Warren. 

◄ In  the  lobby,  Dr.  Frederick  K. 

McCune,  MSV  councilor  from  Vir- 
ginia Beach,  left,  and  Del.  Robert 
Tata  (R-Virginia  Beach). 
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THE  FOLLOWING 
PAIN  SYNDROMES 
MAY  BE  SUCCESSFULLY 
ALLEVIATED  BY  THE 
DYNEX II  NEUROSTIMULATOR: 

• Systemic  Pain: 

Rheumatoid  & Osteoarthritis 
Causalgia  Multiple  Schlerosis 
Cancer  Pain  Raynaud's  Syndrome 
Phantom  Limb  Pain 

• Back  Pain: 

Lumbar  Spine  Pain  Thoracic  Pain 
Intercostal  Neuralgia  Coccydynia 
Radicular  Pain 

• Lower  Extremities: 

Sciatica  Buttock  Pain  Knee  Pain 
Tendinitis  Thrombophlebitis 
Sports  Injuries 

• Upper  Extremities: 

Sub-deltoid  Bursitis  Sprains  & Strains 
Lateral  Epicondylitis  Wrist  or  Hand  Pain 


E 


ach  year,  the  DYNEX  II  Neuro- 
stimulator relieves  the  aches 


and  agonies  of  thousands  upon 
thousands  of  people  who  suffer  from 
chronic  pain. 

Intrinsically  safe,  it  helps  many 
avoid  the  unwanted  side  effects  asso- 
ciated with  long-term  narcotics  usage, 
including  drowsiness  and  nausea. 

Completely  portable,  it  enables 
patients  to  stay  active,  allowing  them 
to  go  anywhere,  anytime,  with  pain- 
free  peace  of  mind. 

The  DYNEX  II  Neurostimulator,  ser- 
vice and  a complete  line  of  cost- 

B effective,  proven 

DJjjrllBX®  TENS  accessories, 

Pain  Management  System  Can  be  found  aL 

m TENS 

of  Virginia,  Inc. 

1214  Westover  Hills  Boulevard,  Suite  101 
Richmond,  Virginia  23225 
1-800-322-TENS  • 804-232-2000 


• Head  & Neck  Pain 

• Muscle  Contraction  Headaches 

• Abdominal  Surgery 

• Dental  Surgery 

• Labor  & Delivery 


TENS  OF  VIRGINIA,  INC.  is  the 
professional  TENS  dealer.  We  are 

ready  to  provide  you  with  the  most  up  to 
date  equipment,  information  and  in-service 
programs. 


1 -800-322-TENS 
804-232-2000 


We  subscribe  to  the  Code  of  Ethics  as  set 
forth  by  the  Medical  Electronics  Dealers 
Association. 


Lewis-Gale  Clinic,  Inc. 


1802  Braebum  Drive 
Salem,  Virginia  24153 
(703)  772-3400 


ANESTHESIOLOGY 

Leigh  O.  Atkinson,  M.D. 

George  P.  Baron,  M.D. 

Daniel  C.  Summerlin,  Jr.,  M.D. 

Joe  F.  Clark,  M.D. 

ARTHRITIS  and  RHEUMATOLOGY/ 
INTERNAL  MEDICINE 

William  M.  Blaylock,  M.D. 

Joseph  P.  Lemmer,  M.D. 

CARDIOLOGY 

David  S.  Miller,  II,  M.D. 

Jacob  P.  Neathawk,  Jr.,  M.D. 

J.  Phillip  Bushkar,  M.D. 

William  B.  Rutherford,  Jr.,  M.D. 

DERMATOLOGY 
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Idiopathic  Edema 

John  E.  Nestler,  MD,  Richmond,  Virginia , and 
Maurice  F.  Attie,  MD,  Philadelphia,  Pennsylvania 


An  enigmatic  disease,  idiopathic  edema  probably  represents  a spectrum  of 
disorders  of  postural  salt  and  water  balance.  Good  rapport  between  patient 
and  physician  is  a must  for  successful  treatment.  Therapeutic  alternatives 
include,  under  the  appropriate  conditions,  a ‘‘no-salt-added”  diet  and 
thiazide  diuretic,  spironolactone,  and  dextroamphetamine. 


One  of  the  most  perplexing  and  challenging 
disorders  in  clinical  medicine  is  idiopathic 
edema.1  As  its  name  suggests,  idiopathic  edema  is  a 
disorder  of  unclear  etiology  and  a diagnosis  of 
exclusion,  and  should  be  considered  whenever  an 
exhaustive  search  has  failed  to  yield  an  explanation 
for  fluid  retention  in  a young  woman. 

Clinical  Features 

Idiopathic  edema  (also  called  “cyclic  edema”  or 
“periodic  edema”)  affects  almost  exclusively  wom- 
en of  reproductive  age,1,2  although  there  have  been 
occasional  reports  of  occurrences  in  postmenopaus- 
al women.  Although  its  presentation  may  be  quite 
variable,  the  typical  patient  with  idiopathic  edema 
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complains  of  generalized  bloating  and  swelling.  A 
cardinal  feature  of  idiopathic  edema  is  an  intradiem 
weight  gain  of  greater  than  1 .4  kg,  which  mirrors  the 
accumulation  of  edema.  When  a patient  with  idio- 
pathic edema  awakes  in  the  morning  her  hands, 
eyelids  and  face  appear  swollen,  and  by  nighttime 
there  is  dependent  edema  of  the  legs.  The  patient 
may  have  to  change  her  clothes  at  midday  because 
they  no  longer  fit.  This  dependent  edema  may  not 
be  present  when  the  patient  presents  to  the  physi- 
cian’s office  at  10  am;  therefore,  a history  of  such 
swelling  should  not  be  disregarded  too  hastily.  The 
swelling  can  be  aggravated  premenstrually  or  by 
warm  weather,  and  is  occasionally  accompanied  by 
vague  musculoskeletal  discomfort.  Several  medica- 
tions may  tend  to  increase  the  fluid  retention, 
including  indomethacin,  phenylbutazone,  other 
nonsteroidal  antiinflammatory  drugs  and  phenothi- 
azines.  Oliguria  may  be  present  during  the  daytime, 
followed  by  nocturia  as  dependent  edema  is  mobi- 
lized. Women  with  idiopathic  edema  are  often  de- 
scribed as  being  hysterical  or  neurotic;  this  may 
reflect  the  frustrations  associated  with  a disorder 
not  easily  treated  as  well  as  their  bewildering  con- 
stellation of  symptoms. 
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On  physical  examination  there  may  be  pitting 
edema  by  the  end  of  the  day,  but  nonpitting  or 
brawny  edema  may  lead  the  examiner  to  believe 
that  the  patient  is  simply  obese.  The  blood  pressure 
is  typically  normal  and  orthostatic  hypotension  is 
absent. 

Diagnostic  Criteria 

Before  a diagnosis  of  idiopathic  edema  is  made, 
all  other  causes  for  edema  must  be  carefully  exclud- 
ed (Table  1),  including  cardiac,  renal  and  hepatic 
diseases;  hypoproteinemia;  endocrine  dysfunction; 
allergic  reactions;  and  venous  or  lymphatic  obstruc- 
tion. There  have  been  several  reports  of  patients 
initially  given  the  diagnosis  of  idiopathic  edema 
who  later  proved  to  have  subtle  congestive  heart 
failure  or  tight-fitting  girdle  belts.  It  should  be  noted 
that  MacGregor  et  al  have  reported  the  develop- 
ment of  edema  in  some  patients  who  had  recently 
stopped  taking  diuretics  for  weight  reduction.3 
These  researchers  suggested  that  the  chronic  inges- 
tion of  diuretics  stimulated  compensatory  sodium- 
retaining  mechanisms,  which  continued  to  have  a 
prolonged  effect  after  the  cessation  of  diuretic  ther- 
apy. A similar  “rebound”  edema  has  also  been 
noted  following  cessation  of  chronic  laxative  abuse. 
In  addition,  it  is  particularly  important  to  appreciate 
the  observations  of  Al-Khader  and  Aber,  who  dem- 
onstrated an  association  between  idiopathic  edema 
and  subclinical  hypothyroidism.4  They  reported  11 
patients  with  idiopathic  edema,  documented  by 
diurnal  weight  gains  of  greater  than  1.4  kg,  whose 
T4,  T3  resin  uptake  and  free  T4  indices  were  normal. 
Six  of  these  patients,  however,  had  mildly  elevated 
basal  TSH  levels  as  well  as  an  exaggerated  TSH 
response  to  stimulation  by  TRH,  which  suggested 
that  these  six  patients  had  subclinical  hypothyroid- 
ism. All  11  patients  were  treated  with  0.2  mg  1- 
thyroxine  daily.  The  edema  and  intradiem  weight 
gain  of  the  six  patients  with  subclinical  hypothy- 
roidism resolved,  whereas  the  remaining  five  pa- 
tients remained  symptomatic. 

As  noted  above,  an  intradiem  weight  gain  of  1.4 
kg  or  more  is  a cardinal  diagnostic  feature  of 
idiopathic  edema.  In  contrast,  normal  women  will 
gain  less  than  1 kg  in  weight  during  the  course  of  a 
day.  The  weight  gain  in  idiopathic  edema  is  depen- 
dent on  posture  and  will  not  be  noted  if  the  patient 
is  confined  to  bed  and  remains  recumbent  all  day 
long.  This  is  one  reason  patients  with  idiopathic 
edema  may  appear  to  improve  dramatically  when 
they  are  hospitalized  since  they  are  usually  kept 
supine.  In  this  regard,  it  is  helpful  if  the  patient  with 
idiopathic  edema  maintains  a diary  of  weights  re- 


Table 1.  Causes  of  Edema. 

Heart  failure 

Renal  failure  or  nephrotic  or  “nephritic”  syndromes 

Cirrhosis  or  severe  liver  disease 

Allergic  reactions 

Hypoproteinemia 

Hyper-  or  hypothyroidism 

Cushing’s  syndrome 

Venous  obstruction 

Lymphatic  obstruction 

“Rebound”  edema  after  diuretic  or  laxative  abuse 
Nutritional  deficiency  (beriberi) 

Pregnancy 


corded  in  the  morning  and  at  bedtime  so  that  the 
intradiem  weight  gain  can  be  documented  and  any 
effects  of  therapy  verified. 

The  postural  nature  of  weight  gain  and  edema 
accumulation  in  idiopathic  edema  points  to  an  in- 
ability to  excrete  water,  salt,  or  both  while  in  the 
upright  position.  A test  which  can  be  performed  in 
order  to  confirm  the  presence  of  abnormal  fluid 
retention  while  standing  is  a water  loading  test.2 
The  test  is  performed  in  patients  who  have  been  off 
of  all  medications  for  at  least  two  weeks  before 
testing  and  have  not  smoked  on  the  morning  of 
testing  (nicotine  stimulates  the  secretion  of  antidi- 
uretic hormone).  The  patient  drinks  20  ml  water/kg 
ideal  body  weight  and  immediately  thereafter  voids 
her  urine.  This  urine  is  discarded.  The  patient 
remains  supine  and  for  the  following  four  hours  all 
urine  is  collected.  The  next  day  this  procedure  is 
repeated,  except  now  the  patient  remains  standing 
for  the  four  hours  after  drinking  the  water.  Normal- 
ly greater  than  65%  of  the  water  load  is  excreted  in 
both  the  supine  or  standing  position.  Patients  with 
idiopathic  edema,  however,  excrete  the  water  load 
normally  while  recumbent,  but  while  standing  dem- 
onstrate decreased  water  excretion. 

Pathophysiology 

Idiopathic  edema  is  a dysfunction  of  one  or  more 
of  the  mechanisms  that  control  salt  and  water 
balance  while  in  the  upright  position.  If  patients 
with  idiopathic  edema  were  confined  strictly  to  bed, 
their  symptoms  and  edema  would  disappear.  There- 
fore, in  order  to  understand  idiopathic  edema,  one 
must  first  understand  the  normal  physiology  of  salt 
and  water  balance  while  standing. 

In  the  upright  position,  blood  pools  in  the  lower 
extremities,  which  decreases  the  “effective  arterial 
blood  volume”  (EABV).  The  body  senses  this  drop 
in  EABV  and  in  response  releases  catecholamines, 
which  increase  heart  rate,  stroke  volume  and  pe- 
ripheral vascular  resistance.  In  addition,  there  is 
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increased  secretion  of  antidiuretic  hormone  and 
aldosterone,  which  act  to  conserve  total  body  water 
and  salt. 

In  a “checks  and  balances”  fashion,  the  body 
then  releases  substances  to  counteract  excessive 
accumulation  of  salt  and  water  which  might  be 
caused  by  the  above  mechanisms.  These  sub- 
stances include  the  natriuretic  “third  factor” 
(which  may  be  the  recently  discovered  natriuretic 
factor  isolated  from  atria)  and  dopamine  (which 
decreases  aldosterone  synthesis  in  the  adrenal  by 
inhibiting  the  conversion  of  corticosterone  to  18- 
hydroxycorticosterone).  In  patients  with  idiopathic 
edema  abnormalities  in  almost  all  of  the  above 
homeostatic  mechanisms  have  been  postulated. 

Streeten  and  coworkers  have  demonstrated  indi- 
rectly excessive  secretion  of  antidiuretic  hormone 
in  some  patients  with  idiopathic  edema.5,6  Streeten 
and  colleagues  have  also  demonstrated  excessive 
secretion  of  aldosterone  in  many  patients  with 
idiopathic  edema,5,6  and  this  has  been  observed  by 
numerous  other  investigators  as  well. 

The  excessive  secretion  of  aldosterone  does  not 
appear  to  be  mediated  by  the  renin-angiotensin 
system  (since  plasma  renin  activity  is  usually  low  or 
normal),7  but  may  be  caused  be  decreased  inhibi- 
tion of  aldosterone  synthesis  by  dopamine.  Patients 
with  idiopathic  edema  have  decreased  urinary  do- 
pamine excretion  while  excessively  conserving  so- 
dium, and  decreased  dopamine  activity  (and,  there- 
fore, increased  aldosterone  synthesis)  may  be  the 
cause  of  the  hyperaldosteronism  seen  in  idiopathic 
edema. 

Sowers  and  coworkers  have  suggested  a general- 
ized decrease  in  dopamine  “tone”  in  patients  with 
idiopathic  edema.8,9  Nine  women  with  idiopathic 
edema  demonstrated  exaggerated  rises  in  both 
aldosterone  and  prolactin  levels  upon  assuming  the 
upright  position.  These  exaggerated  rises  could  be 
blocked  by  prior  treatment  with  bromocriptine.  In 
addition,  these  patients  also  demonstrated  exagger- 
ated rises  of  prolactin  levels  in  response  to  metoclo- 
pramide  administration  (the  rises  in  aldosterone 
levels  were  similar  to  controls),  which  also  could  be 
blocked  by  prior  treatment  with  bromocriptine. 

These  observations  suggest  that  dopamine  may 
be  an  important  regulator  of  aldosterone  synthesis 
and  that  individuals  with  idiopathic  edema  may 
have  inadequate  “dopaminergic  tone”,  which  leads 
to  hyperaldosteronism. 

Excessive  administration  of  mineralocorticoids 
to  normal  individuals  usually  does  not  cause  edema 
because  of  an  “escape”  from  their  sodium-retaining 
actions  after  a few  days.  Marieb  and  Mulrow, 


however,  described  a patient  with  idiopathic  edema 
who  did  not  seem  to  “escape”  from  the  sodium- 
retaining  effects  of  chronic  deoxycorticosterone 
(DOC)  administration,10  suggesting  a possible  de- 
fect in  the  release  of  the  putative  natriuretic  third 
factor.  When  the  study  was  repeated  in  the  supine 
position,  escape  from  mineralocorticoid  excess  oc- 
curred normally.  Therefore,  a failure  to  escape  from 
mineralocorticoid  actions  in  the  upright  position 
may  play  a role  in  the  fluid  retention  of  some 
women  with  idiopathic  edema. 

Some  patients  with  idiopathic  edema  have  been 
shown  to  have  increased  capillary  permeability,  as 
demonstrated  by  radiolabeled  albumin  studies,11 
which  produced  accumulation  of  interstitial  fluid. 
Electron  microscopy  of  the  capillaries  revealed 
basement  membrane  thickening  and  vacuolization. 
This  increased  capillary  permeability  may  be  the 
initial  “lesion”  in  these  patients  with  idiopathic 
edema.  The  cause(s)  of  such  capillary  changes  is 
unknown,  although  intermittent  exposure  of  the 
membranes  to  vasoactive  substances  (kinins,  pros- 
taglandins, serotonin,  histamine)  and  various  toxins 
has  been  postulated.  The  findings  of  capillary  base- 
ment membrane  thickening  had  led  some  investiga- 
tors in  the  past  to  wonder  if  idiopathic  edema  might 
represent  a “pre-diabetic”  state.  Indeed,  some 
women  were  tried  on  treatment  with  phenformin, 
an  oral  hypoglycemic  agent,  with  this  reasoning  in 
mind.  However,  there  appears  to  be  no  relationship 
between  idiopathic  edema  and  diabetes  mellitus, 
and  there  is  no  role  for  the  use  of  hypoglycemic 
agents. 

It  is  most  likely  that  idiopathic  edema  represents 
a spectrum  of  disorders  of  various  causes.  Streeten 
has  classified  patients  with  idiopathic  edema  into 
subgroups,  such  as  orthostatic  water  retainers 
(without  sodium  retention),  orthostatic  sodium  re- 
tainers with  normal  aldosterone  levels,  and  ortho- 
static sodium  retainers  with  hyperaldosteronism.5 
Such  subclassification  may  be  necessary  in  order  to 
tease  out  and  define  the  dysfunction  of  salt  and 
water  balance  present  in  an  individual  patient. 

One  of  the  most  perplexing  questions  is,  Why 
does  idiopathic  edema  affect  only  women?  Studies 
have  been  performed  which  showed  that  idiopathic 
edema  is  not  caused  by  excessive  secretion  of 
female  steroid  hormones,  such  as  estrogens  and 
progesterone.  It  has  been  postulated  that  women 
have  a more  “finely  tuned”  system  for  controlling 
salt  and  water  balance  (as  evidenced  during  preg- 
nancy and  menstruation),  which  is  more  prone  to 
dysfunction.  This  explanation,  however,  seems  less 
than  satisfying. 
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Treatment 

The  treatment  of  idiopathic  edema  is  aimed  at 
trying  to  correct  the  postural  abnormalities  of  salt 
and  water  balance  as  well  as  addressing  the  emo- 
tional needs  of  the  patient  (Table  2). 

Perhaps  most  important  in  the  treatment  of  a 
patient  with  idiopathic  edema  is  good  rapport  be- 
tween patient  and  physician.  The  patient  needs  to 
be  reassured  that  her  illness  is  not  fatal  and  can  be 
treated.  When  appropriate,  psychiatric  consultation 
should  be  sought. 

In  view  of  the  association  of  idiopathic  edema 
with  subclinical  hypothyroidism,4  all  patients  with 
idiopathic  edema  should  have  a TSH  level  checked 
as  well  as  routine  thyroid  function  tests  (T4,  T3 
resin  uptake).  If  the  TSH  is  elevated,  treatment 
with  1-thyroxine  should  be  instituted;  the  edema 
should  respond  to  this  treatment. 

If  subclinical  hypothyroidism  is  not  present,  the 
initial  treatment  of  idiopathic  edema  should  consist 
of  a “no-added-salt”  diet  and  a thiazide  diuretic  at 
nighttime.  The  diuresis  which  would  ensue  just 
before  going  to  bed  may  actually  alleviate  the 
nocturia  sometimes  experienced  by  these  patients 
by  quickly  mobilizing  the  dependent  edema.  Spi- 
ronolactone, an  aldosterone  antagonist,  has  been  a 
mainstay  of  treatment  and  often  leads  to  substantial 
improvement.  However,  the  physician  should  be 
aware  of  recent  reports  of  spironolactone  inducing 
hepatic  tumors  in  animals. 

Dextroamphetamine,  in  doses  of  10  to  20  mg 
daily,  can  be  remarkably  effective  in  reducing  the 
symptoms  of  idiopathic  edema.12  It  acts  by  both 
increasing  vasomotor  tone  and  by  inhibiting  aldo- 
sterone secretion.  At  the  above  dosages,  there 
appears  to  be  little  risk  of  addiction.  Given  its  safety 
and  efficacy,  dextroamphetamine  has  earned  its 
place  as  a mainstay  of  treatment  of  idiopathic 
edema. 

External  compression  with  Jobst  stockings  can 
be  useful,  but  they  frequently  are  not  tolerated  by 
patients  because  they  are  difficult  to  get  on  and  off 
and  are  uncomfortably  warm. 

The  above  therapeutic  measures  should  alleviate 
symptoms  in  a majority  of  patients.  There  are  also 
some  new  therapeutic  alternatives  on  the  horizon. 
Because  of  the  possible  decrease  in  dopamine  tone 
in  some  patients  with  idiopathic  edema,  bromocrip- 
tine (a  dopamine  agonist)  has  been  used  in  some 
patients  with  variable  success.8,13  Also,  since  hy- 
peraldosteronism may  be  present,  captopril  (an 
angiotensin  converting  enzyme  inhibitor)  has  been 
used  successfully  in  a handful  of  patients. 14  Howev- 
er, since  plasma  renin  activity  is  usually  not  elevat- 


Table 2.  Treatment  of  Idiopathic  Edema. 

1.  Development  of  good  rapport  with  patient; 
reassurance;  psychiatric  consultation  if  indicated 

2.  No-added-salt  diet 

3.  Thiazide  diuretic  at  nighttime 

4.  Spironolactone 

5.  Dextroamphetamine 

6.  External  compression 


ed  in  patients  with  idiopathic  edema,  one  would  not 
expect  captopril  to  be  efficacious.  Long-term  effica- 
cy of  either  bromocriptine  captopril  has  not  been 
demonstrated.  Both  are  experimental  and  further 
testing  is  necessary  to  evaluate  their  possible  roles 
in  the  treatment  of  idiopathic  edema. 

Summary 

In  summary,  idiopathic  edema  remains  an  enig- 
matic disease.  Most  likely  it  represents  a spectrum 
of  disorders  of  postural  salt  and  water  balance. 
Nevertheless,  there  still  is  much  that  the  physician 
can  do,  in  terms  of  both  education  and  treatment,  to 
alleviate  the  suffering  of  women  afflicted  with  this 
disorder. 
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On  Schizophrenia: 
Light  at  the  End 
of  the  Tunnel? 

Anand  K.  Pandurangi,  MD, 
Richmond,  Virginia 

Schizophrenia  is  the  ultimate  nightmare  for  the 
psychiatric  physician  as  well  as  the  medical 
scientist.  It  affects  the  young  adult  and  severely 
disables  him  or  her.  What  should  be  a period  of 
natural  blossoming  becomes  a time  of  chaos  and 
suffering.  It’s  a nightmarish  experience  for  parents 
and  relatives  to  see  the  person  they  knew  so  well 
turn  into  an  enigma  of  ununderstandable  experi- 
ences like  hallucinations  and  delusions.  This  dis- 
ease seems  to  rob  the  very  meaning  out  of  the 
human  condition.  Yet,  it  is  uniquely  human.  And 
research  has  been  painfully  slow  as  there  are  no 
animal  models.  Up  until  recently,  no  single  patho- 
logical finding  reported  by  one  group  of  investiga- 
tors could  be  replicated  by  another.  However,  all 
does  not  seem  to  be  lost.  There  are  some  glimmers 
of  hope  and  the  1990s  may  turn  out  to  be  the  decade 
for  schizophrenia. 

Psychiatric  researchers  are  now  agreed  that  these 
are  a group  of  disorders  rather  than  a single  disease. 

From  the  Department  of  Psychiatry,  Medical  College 
of  Virginia/Virginia  Commonwealth  University,  where 
Dr.  Pandurangi  is  director  of  the  Schizophrenia  Program. 
Address  correspondence  to  him  at  Box  710,  MCV  Sta- 
tion, Richmond  VA  23298. 


Though  they  have  common  clinical  manifestations, 
course  and  outcome  are  different  for  different 
groups.  The  phenothiazine  medications  that  be- 
came available  in  the  1950s  opened  tremendously 
exciting  avenues  for  understanding  the  pathophysi- 
ology of  these  illnesses.  It  was  discovered  that  their 
therapeutic  potency  came  from  their  ability  to  block 
postsynaptic  dopamine  (DA)  receptors.  Since  then 
the  focus  has  been  on  this  neurotransmitter,  whose 
overactivity  seems  to  underly  many  of  the  florid 
psychotic  symptoms  of  schizophrenia.  An  intense 
investigation  of  dopamine  metabolism,  however, 
indicated  that  there  are  no  changes  in  the  absolute 
rates  of  dopamine  formation  or  turnover  in  these 
patients.  The  next  logical  consideration  was  to  look 
at  the  receptors  that  dopamine  acts  on.  Increased 
numbers  of  dopaminergic  receptors  have  been 
found  in  the  postmortem  brains  of  both  medicated 
and  unmedicated  schizophrenics1.  Many  schizo- 
phrenics have  a blunted  growth  hormone  response 
to  apomorphine  which  is  a direct  agonist  of  DA2. 
These  findings  suggest  that  the  DA  receptor  is 
overactive  in  some  schizophrenics  and  underactive 
in  others.  Finally,  there  emerged  a theory  of  “The 
Unstable  DA  Receptor’’  that  under  physiological  or 
psychological  stress  can  become  erratic  in  its  activi- 
ty. Such  instability  may  be  inherited  or  a result  of 
early  insult  to  the  nervous  system.  Not  only  is  this 
theory  readily  testable,  it  can  also  account  for  the 
breadth  of  manifestation  as  well  as  the  longitudinal 
course  that  many  schizophrenias  follow. 

The  currently  available  antipsychotic  medica- 
tions, which  are  all  potent  DA  receptor  blockers, 
are  not  entirely  specific  for  schizophrenia.  They  are 
very  useful  agents  in  the  management  of  a number 
of  other  types  of  psychosis.  However,  they  are 
more  than  just  symptom  suppressors.  They  help  in 
the  maintenance  of  a nonpsychotic  mental  state, 
thus  preventing  frequent  psychotic  episodes  in 
60%-70%  of  patients3.  By  no  means  are  these  the 
panacea  that  all  of  us  are  looking  for.  They  do  not 
cure  schizophrenia.  Also,  there  are  many  patients 
resistant  to  these  medications.  Others  require  addi- 
tional pharmacological  and  psychosocial  interven- 
tion to  keep  them  stable  and  in  the  community.  The 
deficit  symptoms  such  as  amotivation  and  an  inabil- 
ity to  experience  pleasure  (anhedonia)  do  not  seem 
significantly  influenced  by  these  drugs.  It  has, 
therefore,  been  suggested  that  dopaminergic  dys- 
function is  not  primary  and  not  the  only  abnormali- 
ty in  all  schizophrenias.  The  involvement  of  other 
neurotransmitters,  particularly  gamma  amino  bu- 
tyric acid  (GABA),  has  been  implicated.  Thus, 
heavy  doses  of  benzodiazepines  and  carbamezepine 


406 


VIRGINIA  MEDICAL/JULY  1986 


VOLUME  113 


which  are  GABAergic  agents  are  known  to  be 
useful  in  some  schizophrenics  when  given  with 
phenothiazines.  Surely,  there  are  many  subgroups 
of  schizophrenics  that  need  supplementation  by 
additional  psychoactive  medications.  However,  at 
this  time  dopamine  blocking  agents  seem  to  be  the 
mainstay  of  pharmacotherapy. 

Recent  work  in  neuropathology  has  reinforced 
the  old  notion  that  pathological  structural  brain 
changes  are  present  in  many  schizophrenics.  In- 
creased gliosis  in  the  central  and  diencephalic  nu- 
clei, disorganized  neuronal  patterns  in  the  limbic 
structures,  and  atrophy  of  the  cerebellar  vermis 
have  all  been  reported  in  the  recent  years  in  schizo- 
phrenics4. To  tie  such  diffuse  pathological  changes 
into  a coherent  theory  that  would  explain  the  mani- 
festations of  schizophrenia  has  been  a major  preoc- 
cupation of  the  neuropsychiatric  researcher.  The 
answer  may  be  in  the  “final  common  pathway"  role 
of  the  dopaminergic  tract,  running  from  the  mid- 
brain tegmentum  to  various  limbic  and  cortical 
areas.  These  fibers  pass  through  a crucial  gateway 
in  the  septal  nucleus  of  the  limbic  system  before 
reaching  the  frontal  and  temporal  cortices5.  It  re- 
ceives inputs  from  both  cerebellar  vermis  and  basal 
ganglia.  It  also  receives  feedback  input  from  the 
frontal  lobe.  Thus,  if  any  part  of  this  circuitry  is 
damaged  or  dysfunctional,  it  would  lead  to  the 
putative  dopaminergic  over-activity  and  cause 
symptoms  common  to  schizophrenias. 

Additionally,  the  specific  structure  damaged  or 
dysfunctional  would  also  have  its  own  independent 
effects,  which  would  explain  the  variation  from  one 
patient  to  another  allowing  for  the  heterogeneity  of 
the  pathological  findings.  In  a majority  of  patients  a 
state  of  amotivation,  apathy  and  anhedonia,  the  so- 
called  negative  or  deficit  symptoms  of  schizophre- 
nia, are  thought  to  be  a result  of  left  frontal  dysfunc- 
tion. Studies  using  positron  emission  tomography 
and  xe133  regional  cerebral  blood  flow  measure- 
ments have  provided  support  in  this  regard.  Search 
for  drugs  that  can  effectively  reverse  this  deficit 
complex  has  just  begun.  Calcium  ion  channel 
blockers,  such  as  nifedipine,  are  thought  by  some  to 
be  able  to  reverse  this  process  to  some  degree.  This 
is  encouraging  but  remains  untested  at  this  time. 

After  all,  there  does  seem  to  be  some  light  at  the 
end  of  the  tunnel.  A word  of  caution:  Insofar  as 
human  beings  are  not  just  a bunch  of  chemicals 
together,  there  will  never  be  a total  pharmacological 
answer  to  schizophrenias.  The  special  and  trusting 
relation  between  the  physician  and  the  patient,  call 
it  psychotherapy  if  you  will,  continues  to  be  the 
cornerstone  of  management. 
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Carpal  Tunnel 
Syndrome 
and  Gout: 

Case  Report 

Robert  E.  Hoyt,  MD, 
Kilmarnock,  Virginia 

Carpal  tunnel  syndrome  is  a compression  neu- 
ropathy of  the  median  nerve  in  the  carpal 
tunnel  of  the  wrist.  It  was  originally  described  by 
Paget1  about  a century  ago  and  has  been  greatly 
refined  by  Phalen  et  al2  and  is  now  considered  a 
common  entity  in  clinical  medicine.  Its  multiple 
etiologies  include  diabetes,  rheumatoid  arthritis, 
trauma,  amyloidosis,  pregnancy,  hematologic  dis- 
orders, myxedema,  tuberculosis,  acromegaly,  alco- 
holism, gout,  congestive  heart  failure,  neoplasms 
and  anatomic  anomalies.3 

Although  gout  is  also  a common  entity,  it  rarely 
causes  carpal  tunnel  syndrome  as  evidenced  by  the 
fact  that  Phalen4  identified  only  two  cases  of  gout 
producing  carpal  tunnel  syndrome  in  644  hands 
studied.  A review  of  the  medical  literature  yielded 
20  other  case  reports.5'13 

Case  Report 

A 74-year-old  man  was  admitted  to  Rappahan- 

Address  correspondence  to  Dr.  Hoyt  at  PO  Box  1599, 
Kilmarnock  VA  22482. 

Submitted  9-16-85. 


VOLUME  113 


VIRGINIA  MEDICAL/JULY  1986 


407 


Fig.  1.  Median  nerve  retracted  upwards.  Note  granular 
appearance  of  underlying  tendon  sheaths  produced  by 
deposits  of  sodium  urate. 


nock  General  Hospital  in  January  of  1985  for  a 
transient  change  in  his  sensorium.  He  had  no  his- 
tory of  same,  but  did  have  a history  of  mild  hyper- 
tension for  many  years  treated  with  a reserpine/ 
thiazide  combination  and  a history  of  symmetrical 
polyarthritis  treated  for  several  years  with  oral  and 
intramuscular  corticosteroids.  The  arthritis  in- 
volved primarily  his  wrists,  PIP  joints,  knees,  an- 
kles and  great  toes.  He  had  a brief  exposure  to 
“moonshine  whiskey”  many  years  ago.  In  the  past 
year  he  complained  of  painful  dysesthesias  of  both 
hands  in  the  median  nerve  distribution  as  well  as 
hand  weakness. 

On  exam  the  blood  pressure  was  168/90  mm  Hg, 
pulse  was  90,  temperature  37°C.  HEENT  exam 
revealed  mild  cushingnoid  facial  changes.  Lungs 
were  clear.  Heart  examination  revealed  a grade  II/ 
VI  systolic  ejection  murmur  at  the  second  right 
intercostal  space  without  radiation.  Abdominal  and 
rectal  exams  were  unremarkable.  Extremity  exam 
showed  nodules  over  many  finger  tips  and  marked 
thenar  eminence  atrophy.  Equivocal  Tinel’s  signs 
were  presented  bilaterally  and  a positive  left  Pha- 
len’s sign  was  noted.  Mild  thenar  muscle  weakness 
was  observed  as  well  as  mild  hypesthesias  over 
multiple  fingers  of  both  hands.  Wrist  extensors  and 
flexors  were  strong,  as  were  the  interossei  muscles. 
Decreased  range  of  motion  of  the  PIP  joints  was 
noted  with  an  absence  of  active  synovitis  in  other 
joints.  Neurological  exam  was  otherwise  unremark- 
able except  for  minimal  memory  loss. 

Aspiration  of  a tophus  confirmed  the  presence  of 
sodium  urate  crystals  by  polarized  compensated 
light  microscope. 

Blood  chemistries  were  essentially  normal  with 
the  exception  of  an  elevated  uric  acid  of  13.3  and 
BUN  and  creatinine  of  75  and  4.5  respectively.  An 


x-ray  of  the  right  hand  was  compatible  with  gouty 
arthropathy.  A serum  lead  level  was  normal. 

The  patient’s  reserpine/thiazide  combination  was 
stopped  and  the  patient  was  placed  on  a reduced 
dose  of  allopurinol  with  the  addition  of  colchicine. 
Neurological  evaluation  was  negative  so  the  patient 
was  discharged  and  steroids  were  slowly  tapered. 
As  an  outpatient  he  complained  more  of  bilateral 
hand  pain,  possibly  from  the  reduced  steroid  dos- 
age, and  an  EMG  was  done.  The  EMG  showed 
virtually  no  conduction  in  the  median  nerve  across 
the  wrist  and  a mild  delay  in  the  ulnar  nerve 
conduction  bilaterally.  Because  of  the  incapacitat- 
ing symptoms  while  on  reasonable  therapy  and  the 
presence  of  the  thenar  muscle  atrophy,  the  left  wrist 
was  explored.  The  median  nerve  was  grossly  con- 
stricted and  the  flexor  tendons  were  studded  with 
tophaceous  deposits  (Fig.  1).  Deposits  were  proven 
to  consist  of  sodium  urate  crystals.  Postoperatively 
the  patient  has  done  well,  with  no  further  hand  pain, 
and  he  subsequently  underwent  exploration  of  his 
opposite  wrist  with  similar  findings  and  excellent 
results. 

Discussion 

Carpal  tunnel  syndrome  is  more  common  in 
women,  particularly  over  the  age  of  40,  and  is 
generally  manifested  by  pain,  paresthesias  or  hy- 
pesthesias in  the  distribution  of  the  median  nerve. 
The  symptoms  are  more  common  at  night  and 
occasionally  radiate  proximally  as  well  as  distally  to 
the  wrist.  In  severe  cases,  weakness  and  muscular 
atrophy  occurs  with  decreased  ability  to  abduct  and 
oppose  the  thumb.  This  can  be  inconsistent,  howev- 
er, due  to  the  frequent  overlapping  innervation  by 
the  ulnar  nerve.  The  physical  exam  is  usually 
confirmatory  and  the  EMG  study  is  generally  not 
necessary  except  in  unusual  cases,  e.g.,  with  proxi- 
mal complaints  where  lesions  of  the  lower  cervical 
roots  or  thoracic  outlet  syndrome  need  to  be  ex- 
cluded.12 In  Phalen’s  large  series,  Tinel’s  sign  was 
present  in  66%,  hypesthesias  in  72%  and  positive 
wrist  flexor  sign  (Phalen’s  sign)  in  76. 7%. 2 

The  case  presented  here  demonstrates  a severe 
carpal  tunnel  syndrome  with  additional  ulnar  nerve 
involvement  as  documented  by  EMG  studies.  Ulnar 
nerve  entrapment  by  gout  occurs  9,13  but  is  un- 
doubtedly rare.  Gout  may  produce  carpal  tunnel 
syndrome  by  two  mechanisms — median  nerve  com- 
pression by  tophi  or  tenosynovitis  associated  with 
tiny  tophaceous  deposits  in  the  flexor  tendons  as 
was  seen  in  our  case. 

Tophaceous  gout  is  less  common  today  and  im- 
plies chronicity.  Fewer  than  40%  of  gout  patients 
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have  tophi  and  they  seem  to  correlate  with  older 
age,  higher  levels  of  hyperuricemia  and  renal  im- 
pairment. Tophi  may  be  formed  in  the  helix  of  the 
ear,  Achilles  tendon,  olecranon  bursa,  eye,  nose, 
bronchi,  heart  muscle,  small  intestine,  penis,  but- 
tocks, fingers  and  pharynx.14  The  diagnosis  is  con- 
clusive when  tophi  are  viewed  under  a compensated 
polarized  light  microscope  and  needlelike  crystals 
are  seen  that  are  yellow  and  negatively  birefringent. 

Treatment  of  carpal  tunnel  syndrome  caused  by 
gout  has  been  largely  surgical.  The  surgical  indica- 
tions, according  to  Phalen,  include  thenar  eminence 
atrophy,  chronic  incapacitating  symptoms,  or  pro- 
gression of  symptoms  despite  appropriate  therapy. 
Fujimoto  and  Seegmiller  have  described  the  suc- 
cessful medical  management  of  five  patients  with 
ulnar  or  median  nerve  entrapment  suggesting  that 
mild  cases  may  not  require  surgery.9 

Addendum;  A second  patient  with  carpal  tunnel 
syndrome  associated  with  chronic  tophaceous  gout 
was  seen  in  our  office  recently.  Treatment  with 
night  splints,  Allopurinol  and  anti-inflammatory 
drugs  resulted  in  marked  improvement  subjective- 
ly. It  may  be  reasonable  to  treat  such  patients 
medically  before  considering  surgery,  particularly  if 
they  were  not  on  gout  treatment  at  the  time  the 
carpal  tunnel  syndrome  was  diagnosed. 
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Assessing  Adjustment 
of  Disabled  Children 
to  Summer  Camp 

Nancy  Welch,  MD,  Frank  Saulsbury,  MD, 
and  Richard  Kesler,  MD, 
Charlottesville,  Virginia , and 
Susan  Milton,  PhD,  Radford,  Virginia 

Questionnaires  concerning  a child's  abilities 
and  limitations  are  a routine  part  of  applica- 
tion to  summer  camps  for  both  normal  and  disabled 
children.  We  hypothesized  on  the  basis  of  earlier 
studies  that  parents  or  guardians  of  disabled  chil- 
dren might  not  provide  reliable  estimates  of  their 
child's  abilities  as  they  pertain  to  summer  camp.  On 
the  one  hand,  parents  might  tend  to  perceive  their 
disabled  children  as  “vulnerable,”  wish  to  overpro- 
tect them,  and  underestimate  the  possible  stimulat- 
ing effects  of  the  camp  itself  in  promoting  greater 
independence  among  the  children.1'3  On  the  other 
hand,  several  studies  suggest  that  parents  often 
overestimate  the  abilities  of  their  disabled  children.4'6 
This  study  was  conducted  to  compare  parent's  and 
guardian’s  reporting  of  their  disabled  child’s  abili- 
ties with  the  child’s  abilities  as  observed  at  camp. 

Methods 

The  study  group  consisted  of  75  mentally  and/or 
physically  disabled  children  between  8 and  16  years 
of  age  who  attended  Camp  Easter  Seal  near  Roa- 
noke, Virginia,  during  the  summer  of  1983.  The 

From  the  Alleghany  Health  District,  Virginia  Depart- 
ment of  Health  (Dr.  Welch),  Department  of  Pediatrics, 
University  of  Virginia  Medical  Center  (Drs.  Welch, 
Saulsbury  and  Kesler),  and  Department  of  Mathematics, 
Radford  University  (Dr.  Milton).  Address  correspon- 
dence to  Dr.  Welch  at  PO  Box  254.  Vinton  VA  24179. 
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diagnoses  of  the  children  included  a wide  variety  of 
disorders,  such  as  brain  damage,  epilepsy,  cerebral 
palsy,  Down  syndrome,  and  muscular  dystrophy. 

The  parents,  guardians,  or  institutional  personnel 
responsible  for  the  child’s  care  (respondents)  were 
required  to  complete  a questionnaire  which  provid- 
ed an  estimate  of  the  child’s  ability  to  participate  in 
camp  activities.  The  questionnaire  had  been  devel- 
oped with  the  suggestions  of  camp  counselors  and 
nurses  and  was  in  regular  use  for  several  years  prior 
to  this  study.  The  camp  counselors  and  nurses 
routinely  reviewed  the  questionnaires  prior  to  the 
children’s  arrival  and  assigned  children  to  cabins  (8- 
10  children  per  cabin)  in  order  to  provide  an  even 
distribution  of  children  with  varying  degrees  of 
disability  throughout  all  cabins. 

A public  health  nurse  (observer)  experienced  in 
working  with  disabled  children  spent  one  day  with 
the  children  of  each  cabin  observing  the  day’s 
activities.  Children  from  a cabin  participate  in  activ- 
ities as  one  group.  Based  on  these  observations,  the 
observer  completed  a questionnaire  identical  to  that 
provided  by  the  respondents.  The  observer  did  not 
have  access  to  the  forms  provided  by  the  respon- 
dents. The  results  of  the  evaluations  were  com- 
pared and  analyzed  statistically  using  a standard  Z 
test  on  a single  proportion  and  McNemar’s  test. 

The  questionnaire  consisted  of  24  questions  in 
five  general  categories  as  follows:  1)  need  for  braces 
or  applicances;  2)  ability  to  communicate;  3)  activi- 
ties of  daily  living;  4)  ability  to  ambulate;  and  5) 
ability  to  participate  in  specific  camp  activities. 

Results 

Comparison  of  the  responses  to  20  of  the  ques- 
tions revealed  agreement  (p  < .05)  in  the  majority  of 
cases  between  the  answers  of  the  respondents  and 
the  answers  of  the  observers.  Three  questions 
which  dealt  with  swimming  had  so  few  responses 
that  comparisons  were  not  valid.  Only  on  one 
question,  which  asked,  “About  how  far  can  the 
applicant  walk  before  stopping  to  rest?”,  was  there 
not  statistically  significant  agreement  in  a majority 
of  cases.  However,  a majority  of  those  in  the 
sample  who  replied  to  that  question  did  agree 
(60%).  The  lack  of  significant  agreement  on  this 
question  may  be  related  to  the  subjective  nature  of 
the  question,  the  limited  time  available  to  the  public 
health  nurse  to  observe  the  children,  or  a real 
difference  which  might  be  apparent  if  one  studied  a 
larger  group  of  children. 

Thus,  despite  our  hypothesis  that  those  caring  for 
disabled  children  would  tend  to  provide  unreliable 
estimates,  for  most  of  the  activities  that  were  sur- 


veyed there  was  significant  agreement  between 
parent  and  caretaker  estimates  of  ability  and  the 
estimates  of  ability  provided  by  the  experienced 
public  health  nurse  observer  at  the  camp. 

Discussion 

This  study  is  limited  by  the  relatively  small  size  of 
the  study  group,  the  wide  variety  of  disabilities 
within  the  study  group,  the  time  limitation  in  ob- 
serving the  children  at  camp,  the  use  of  only  one 
independent  observer,  and  the  content  of  the  ques- 
tionnaire. Moreover,  the  questionnaire  was  not 
designed  to  provide  a detailed  assessment  of  each 
child’s  function  but  had  evolved  over  time  based  on 
the  suggestions  of  camp  personnel  as  to  the  kinds  of 
information  they  wished  to  have  about  the  children; 
thus  the  global  nature  of  many  of  the  questions  may 
preclude  the  questionnaire’s  ability  to  distinguish 
subtle  degrees  of  over  or  underestimation  of  the 
disabled  children’s  abilities  in  this  study.  Even  so, 
the  questionnaire  provided  information  perceived 
to  be  useful  by  the  camp  counselors  in  caring  for  the 
children,  served  as  a means  for  distributing  the 
disabled  children  among  the  cabins,  and  thus  deter- 
mining each  camp  counselor’s  workload. 

In  addition,  the  study  suggests  that  parents  and 
guardians  understand  the  limitations  of  their  dis- 
abled children  in  contexts  other  than  the  child’s 
usual  environment.  Finally,  the  fact  that  parents  of 
disabled  children  do  not  grossly  over-  or  under- 
estimate their  children’s  limitations  should  be  help- 
ful to  physicians,  nurses,  and  counselors  who  serve 
as  advisers  or  work  with  disabled  children  in  special 
camps  for  the  disabled. 
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Carrying  the  Message 
to  Congress 

During  the  recent  Political  Education  Confer- 
ence of  the  American  Medical  Association  in 
Washington,  I was  privileged  to  hear  a dynamic 
address  delivered  by  Mary  Futrell,  president  of  the 
National  Education  Association.  She  moved  the 
gathering  of  more  than  500  physicians  to  long,  loud 
and  spontaneous  applause.  Her  theme,  which  was 
really  the  theme  of  the  conference,  was  that  through 
a grassroots  level  of  participation  and  communica- 
tion, small  groups  can  combine  to  become  an  enor- 
mous force  in  their  influence  on  Congress. 

At  a time  when  decisions  are  being  made  in 
Washington  about  how  we  are  to  practice  medicine, 
we  need  the  strongest  possible  representation  of  our 
position.  This  can  be  done  by  informed  physicians 
who  not  only  are  good  technical  physicians  but  are 
also  alert  and  active  political  persons.  We  need  to 
take  a lesson  from  Mary  Futrell  and  apply  it.  The 
association  she  heads  has  1.7  million  members,  but 
its  strength  is  due  to  the  large  percentage  of  mem- 
bers who  participate. 

At  the  University  of  Virginia  in  Charlottesville, 
Dr.  Peyton  E.  Weary  is  working  to  strengthen  our 
representation  in  another  area.  He  helped  originate 
and  is  now  chairman  of  a seminar  series  designed  to 
show  congressional  legislative  aides  how  medical 
care  is  delivered,  so  that  these  key  people  can  make 
informed  decisions  on  Capitol  Hill.  This  is  a noble 
experiment,  and  it  seems  to  be  working,  as  see  the 
testimony  of  Janet  Bruce  in  this  issue. 

In  turn,  we  physicians  must  understand  the  world 
of  congressmen  and  other  federal  policymakers. 


Every  physician  should  know  his  congressmen.  We 
should  let  our  congressmen  know  what  we  can  do  to 
help  them  and  what  they  can  do  to  help  us  improve 
the  health  of  American  citizens. 

William  W.  S.  Butler,  III,  MD 

1234  Franklin  Road,  SW 
Roanoke  VA  24016 

Doctor  Hotchkiss 

Great  news  from  Chicago.  Dr.  William  Stuart 
Hotchkiss  is  President-Elect  of  the  American 
Medical  Association.  When  an  earlier  editorial1 
applauded  his  election  as  Chairman  of  the  Board  of 
Trustees,  attention  was  called  to  his  qualifications 
for  the  post  of  President  of  the  American  Medical 
Association. 

The  dream  has  become  a reality.  Dr.  Hotchkiss 
will  be  the  fifth  president  from  Virginia  and  in  this 
office  will  be  able  to  continue  his  record  of  out- 
standing leadership. 

Dr.  Hotchkiss  is  a former  president  of  The  Medi- 
cal Society  of  Virginia,  as  well  as  a past  president  of 
the  Norfolk  Academy  of  Medicine.  He  is  presently 
engaged  in  the  private  practice  of  thoracic  surgery 
in  the  Norfolk  area  and  is  associate  professor  of 
thoracic  surgery,  Eastern  Virginia  Medical  School. 

We  send  our  congratulations  and  best  wishes  to 
Dr.  Hotchkiss.  Virginia  and  the  nation  are  fortunate 
to  have  a man  of  his  ability  and  experience  as  the 
newly-elected  leader  of  organized  medicine. 

E.  L.  K.,Jr. 

1.  ELKjr.  William  S.  Hotchkiss,  leader.  Va  Med 
1985;! 12:616 
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FROM  THE  ROSTRUM 

The  Doctor  as  Teacher 


An  event  such  as  your  graduation  occurs  rarely 
in  one’s  lifetime,  and  I would  ask  you  to 
pause  a moment  and  reflect  on  this  joyous  occasion. 
The  proudest  people  in  the  audience  today  are  not 
the  graduates  but  their  parents.  For  them,  it  is  a 
satisfying  reflection  on  the  opportunity  they  have 
provided  for  you  and  the  guidance  they  have  given 
you  through  this  ever  tumultuous  society  we  live  in. 
For  you  the  graduate,  it  is  the  culmination  of  a 
dream  and  many  years  of  toils  and  tears.  For  me,  it 
is  a very  humbling  and  even  intimidating  occasion. 
Preceeding  speakers  at  this  podium  have  been 
deans  of  medical  schools,  respected  leaders  in  their 
field  and  nationally  known.  I,  of  course,  am  none  of 
these.  With  only  seven  years  experience  in  this 
profession  I am  continually  awed  at  its  responsibil- 
ities and  the  need  to  constantly  perfect  skills  and 
the  ability  to  treat  patients.  But  you  have  asked  me 
to  come  and  speak  before  you  today  because  of  the 
relationship  we  had  while  on  your  clinical  rotation 
through  the  department  of  obstetrics  and  gynecolo- 
gy- 

It  is  this  relationship  between  teacher  and  student 
that  I would  like  to  consider  today  as  it  pertains  to 
future  relationships  between  you  and  your  patients. 

As  most  of  you  know,  the  word  doctor  means 
teacher.  Teaching  will  be  an  intergal  part  of  your 
daily  medical  practice.  You  will  be  asked  to  com- 
bine the  science  and  art  of  medicine  at  the  bedside 
and  in  the  medical  office.  You  will  continually  learn 
to  perfect  the  art  of  medicine,  which  contains  a 
number  of  skills  the  clinician  must  strive  to  make 
his  own.  One  of  these  skills  is  teaching.  It  is  a time- 
consuming  part  of  your  practice,  but  when  you 
teach  effectively  your  patients  will  do  well.  Your 
patients  are  going  to  look  for  this  ability  in  the 

Delivered  as  the  commencement  address  to  the  Class 
of  1985,  Medical  College  of  Virginia/Virginia  Common- 
wealth University,  on  May  18,  1985,  in  Richmond,  where 
Dr.  Wheelock  was  a fellow  in  gynecologic  oncology  at  the 
Department  of  Obstetrics  and  Gynecology,  from  July 
1982  to  June  1984.  He  is  now  at  the  Keesler  Medical 
Center,  Keesler  Air  Force  Base,  Mississippi  39534. 


physician  they  choose. 

There  are  seven  characteristics  of  a good  clinical 
teacher  that  can  also  apply  to  the  characteristics  of 
a good  doctor  sought  after  by  patients.  They  are 
enthusiasm,  interest  in  the  student,  approachabil- 
ity,  fallibility,  credibility,  practicing  what  one 
preaches,  and  the  ability  to  be  heard  and  under- 
stood. 

One  is  enthusiasm.  One  becomes  a physician 
because  of  the  desire  to  help  one’s  fellow  man.  It  is 
a desire  that  starts  as  a spark  in  every  premed 
student  and  is  nurtured  throughout  his  years  of 
training  in  medical  school.  It  makes  the  long  hours 
seem  short  and  hard  work  worthwhile.  But  your 
enthusiasm  will  be  tested  daily.  Sometimes  your 
work  will  make  you  feel  overextended  and  apathy 
will  set  in.  It  is  also  a desire  that  can  easily  be 
replaced  by  self-egotism  and  monetary  greed  if  one 
is  not  careful.  Just  remember  the  desire  that 
brought  you  into  this  profession,  and  be  careful  of 
the  detractors  of  enthusiasm. 

The  second  characteristic  of  a good  teacher  is 
interest  in  the  student’s  learning.  The  parallel  of 
this  to  the  practicing  physician  is  obvious.  To  take  a 
genuine  interest  in  the  patient’s  welfare  will  assure 
you  both  of  a good  relationship  and  successful 
outcome.  Too  often  patients  are  treated  simply  as 
examples  of  medical  diseases  or  numbers  on  an 
intern’s  clipboard.  In  contrast,  you  are  seeing  a 
person  who  is  an  integral  part  of  your  community,  a 
complex  person  with  feelings,  fears,  dreams,  aspi- 
rations and  a personality.  However,  because  of  his 
disease  much  of  the  patient’s  purpose  and  self- 
esteem are  temporarily  destroyed.  In  his  life  span, 
your  contact  with  him  will  be  brief  but  important,  in 
that  your  task  is  to  treat  his  illness  and  restore  him 
to  his  community.  To  have  a genuine  interest  in 
your  patient’s  welfare  you  must  like  people,  have 
compassion,  and  be  your  patient’s  advocate. 

Approachability  is  the  third  characteristic  of  a 
good  teacher  and  a good  doctor.  Some  teachers 
possess  great  knowledge,  but  students  may  not  be 
able  to  benefit  from  this  knowledge  because  of  his 
lack  of  approachability.  This  lack  of  approachabil- 
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ity  may  be  due  to  intimidation  or  indifference.  Some 
patients  can  identify  with  this  situation.  Our  society 
has  placed  doctors  on  a pedestal  to  be  revered.  This 
pedestal,  along  with  a medical  vocabulary,  a foreign 
language  to  hide  behind,  has  put  a great  deal  of 
distance  between  the  patient  and  the  physician.  The 
explosion  of  medical  technology  has  pushed  us 
further  from  direct  contact  with  the  patient  both  in 
terms  of  physical  contact  and  in  terms  of  emotional 
support.  Because  of  this  lack  of  approachability, 
our  pedestal  is  crumbling.  One  symptom  that  faces 
us  all  is  the  increasing  number  of  malpractice  suits. 
The  underlying  problem  is  a deteriorating  physi- 
cian-patient relationship.  Do  not  become  unap- 
proachable, inaccessible  and  unwilling  to  listen  to 
the  needs  of  the  sick.  You  must  take  the  lead  in  this 
area.  It  will  result  in  better  care  of  your  patients. 

The  fourth  characteristic  is  to  be  able  to  admit 
fallibility.  Students  know  that  their  teachers  cannot 
be  medical  experts  in  everything.  When  a teacher 
fails  to  realize  this,  the  students  are  quick  to  see  this 
fault.  Credibilty  is  lost  and  the  student  looses  faith 
in  the  teacher.  Parallels  can  be  seen  in  the  practice 
of  medicine.  We  live  in  an  age  of  ever-increasing 
information  in  the  medical  profession.  Doctors  no 
longer  can  be  experts  in  every  field  of  medicine.  It 
is  hard  to  admit  ignorance  when  asked  a question  to 
which  we  do  not  know  the  answer.  Most  of  us,  in 
selecting  our  own  physician,  will  prefer  to  one  who 
admits  that  the  patient’s  problem  has  him  puzzled 
but  is  willing  to  call  others  for  consultation  and 
help.  To  admit  fallibility  is  to  create  credibility. 

Credibility  is  another  characteristic  of  a good 
physician.  You  have  earned  a medical  degree  to- 
day, not  a crown.  Integrity,  character,  and  intelli- 
gence all  cultivate  credibility.  You  must  develop  a 
set  of  inner-directed  principles,  for  medical  people 
have  their  own,  unique  professional  oath.  The  heal- 
er is  committed  to  a higher  good,  perserving  life  and 
furthering  well-being.  You  will  be  told  things  in 
strictest  confidence  that  your  patients  would  not  tell 
their  closest  loved  ones.  Guard  your  patient’s  priva- 
cy and  be  consistent  with  all  patients  who  seek  your 
help:  wealthy  or  poor,  young  or  old,  good  or  bad. 

The  next  attribute  is  the  proverb,  Practice  what 
you  preach.  The  teacher  leads  mainly  by  his  exam- 
ple. You  set  an  example  by  what  you  say  and  by 
what  you  do,  both  as  a respected  teacher  and  as  a 
respected  physician.  You  have  many  long  hours 
ahead  of  you,  you  will  be  pulled  in  many  directions, 
and  time  will  be  your  most  precious  commodity. 
But  medical  practice  should  be  far  from  just  work. 
You  must  love  yourself  as  you  love  your  practice. 
Do  not  lose  your  identity  and  do  not  take  yourself 


too  seriously.  To  take  the  time  to  enjoy  your  family, 
personal  hobbies  and  life  in  general  will  make  you  a 
better  human  being  and  a better  physician.  You 
must  take  care  of  yourself  so  that  you  can  take 
better  care  of  your  patients. 

Last,  you  must  be  heard  and  understood.  Your 
practices  will  frequently  become  matters  of  public 
discussion.  One  finds  that  medicine  interacts  with 
the  forces  of  religion,  philosophy  and  politics.  Mor- 
al and  ethical  decisions  facing  the  practicing  physi- 
cian are  frequently  controversial.  Indeed,  the  pro- 
gress of  some  medical  specialties  have  outpaced 
society’s  ability  to  deal  with  them.  All  one  has  to  do 
is  pick  up  any  newspaper  and  read  about  mechani- 
cal hearts,  in  vitro  fertilization,  and  the  rights  of  the 
dying  patient.  The  public  is  eager  for  health  infor- 
mation and  anxious  to  learn.  Your  expertise  in 
these  areas  and  the  willingness  to  share  this  knowl- 
edge will  make  significant  contributions  to  those 
areas  of  social  concern.  Individual  action  with 
significant  social  impact  is  still  possible  in  this 
complicated  modern  world.  You  must  be  heard  and 
understood. 

So,  as  you  can  see,  the  characteristics  of  a good 
teacher  are  really  the  characteristics  of  a good 
doctor.  For,  as  you  remember,  the  word  doctor 
means  teacher.  The  practice  of  medicine  is  a life- 
long learning  process.  You  will  be  constantly  awed 
at  the  strength  of  the  human  body  and  spirit,  its  will 
and  drive  to  live.  In  many  instances  you  will 
actually  learn  from  your  patients.  You  will  be  asked 
to  be  the  leader  of  your  community  and  your  advice 
will  be  actively  sought.  You  will  have  to  make 
moral  and  ethical  decisions  on  a daily  basis,  for 
which  you  must  have  eternal  patience.  You  will  be 
given  respect  by  your  patients  before  you  have 
earned  it.  Remember  that  your  profession  is  to  take 
care  of  the  sick  and  the  needy.  The  reward  is  the 
personal  bond  you  develop  with  mankind,  which 
forms  the  greatest  satisfaction  of  the  practice  of 
medicine.  Above  all,  be  human. 

Many  of  the  things  I have  said  today  are  not  new 
or  revolutionary,  but  it  is  at  an  event  such  as  this 
that  they  need  to  be  reiterated.  You  have  inherited  a 
rich  tradition  of  history  and  clinical  accomplish- 
ments. For  this,  you  are  indebted  to  the  generations 
in  medicine  that  have  come  before  you.  The  medi- 
cal degree  you  receive  today  and  the  respect  that 
comes  with  it  have  been  earned  by  the  people  in  this 
profession  who  have  preceeded  you.  Take  it  with 
you  today  and  use  it  wisely. 

Welcome  to  the  noblest  profession  of  all. 

John  B.  Wheelock,  MD 
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Julia  Edmunds,  MD 

Dr.  Julia  Langhorne  Emmett  Edmunds,  Clifton 
Forge  pediatrician,  died  May  13  at  the  University  of 
Virginia  Medical  Center.  She  was  58.  A native  of 
Clifton  Forge,  Dr.  Edmunds  was  graduated  from 
Hollins  College  and  received  her  MD  degree  from 
the  University  of  Virginia  School  of  Medicine, 
Class  of  1953,  staying  on  in  Charlottesville  to  train 
at  the  hospital  in  which  she  died.  She  belonged  to 
the  Alleghany-Bath  County  Medical  Society,  The 
Medical  Society  of  Virginia,  the  American  Medical 
Association,  and  the  American  Academy  of  Pediat- 
rics. 


C.  C.  Cooley,  MD 

Dr.  Carl  Conrad  Cooley,  Norfolk,  died  December 
11,  1985,  at  the  age  of  84.  A graduate  of  the 
University  of  Virginia  School  of  Medicine,  he 
trained  in  ophthalmology  and  otolaryngology  at 
Norfolk  General  Hospital  and  stayed  in  Tidewater 
Virginia  to  practice.  Dr.  Cooley  had  belonged  to  the 
Norfolk  Academy  of  Medicine  and  The  Medical 
Society  of  Virginia  for  56  years  and  belonged  also  to 
the  American  Academy  of  Ophthalomology  and 
Otolaryngology  and  the  American  Association  of 
Ophthalmology. 


Clara  Diasio,  MD 

Dr.  Clara  Diasio,  Richmond,  died  April  23  at  the 
age  of  83.  A graduate  in  1929  of  New  York  Medical 
College,  Dr.  Diasio  also  trained  in  New  York  in  her 
specialty  of  pediatrics  and  first  practice  there.  After 
their  retirement  in  the  mid-70s,  she  and  her  hus- 
band, Dr.  Joseph  S.  Diasio,  who  survives  her, 
moved  to  Culpeper.  Two  years  ago  they  moved  to 
Richmond. 


L.  A.  Garcia,  MD 

Dr.  Leoncio  Antonio  Garcia,  Williamsburg,  died 
on  June  28  at  the  age  of  67.  A graduate  of  the 
medical  school  of  the  University  of  Havana,  Cuba, 


Dr.  Garcia  performed  his  training  in  psychiatry  at 
the  University  of  Virginia.  At  his  death  he  was  on 
the  staff  of  Eastern  State  Hospital,  Williamsburg. 
He  belonged  to  the  Williamsburg-James  City  Coun- 
ty Medical  Society,  The  Medical  Society  of  Virgin- 
ia, the  American  Medical  Association,  and  the 
American  Psychiatric  Association. 

Memoir  of  C.  Hoch-Ligeti 
1906-1986 

Cornelia  Hoch-Ligeti,  MD,  physician,  cancer  re- 
searcher, pathologist  and  teacher,  died  of  leukemia 
on  May  17  in  the  City  Hospital  of  Martinsburg, 
West  Virginia.  Born  on  October  31,  1906,  in  Buda- 
pest, Hungary,  she  was  the  daughter  of  the  late 
Emanuel  and  Josephine  Roth  Ligeti. 

As  a medical  student  in  Vienna,  Austria,  Dr. 
Hoch-Ligeti  performed  cancer  research  in  the  bio- 
chemical laboratory  of  a hospital.  She  was  awarded 
her  medical  diploma  with  honors  by  Vienna  Univer- 
sity. After  her  internship  in  the  Rothschild  Hospital 
in  Vienna,  she  began  general  practice  in  an  office  in 
that  city. In  1937,  she  went  to  London,  there,  in  a 
private  research  laboratory,  she  continued  her  work 
on  cancer  and  received  an  English  medical  degree. 
In  1939,  she  began  research  at  the  Chester  Beatty 
Institute  of  the  Royal  Cancer  Hospital  at  Chelsea 
under  the  direction  of  Prof.  E.  L.  Kennaway,  the 
discoverer  of  the  first  chemical  carcinogen.  She 
published  30  articles  in  the  cancer  field  and  was  the 
senior  author  of  all  but  one. 

Dr.  Hoch-Ligeti  emigrated  to  the  United  States  in 
1950  and  joined  the  Department  of  Pathology  at  the 
University  of  Virginia  in  Charlottesville,  where  her 
work  resulted  in  18  publications.  In  the  United 
States,  she  repeated  all  of  her  medical  examinations 
in  order  to  practice  medicine  here,  then  passed  the 
Board  of  Pathology  examination. 

In  1960,  she  moved  with  her  family  to  Shepherd- 
stown,  West  Virginia,  to  become  a pathologist  at 
the  Newton  D.  Baker  Veterans  Administration 
Center  in  Martinsburg.  She  became  chief  of  the 
department  and  created  the  School  of  Medical 
Technology,  which  was  affiliated  with  Shepherd 
College.  Concurrently,  she  was  an  associate  profes- 
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sor  at  George  Washington  University.  Her  work  at 
the  VA  Center  is  reflected  in  30  publications  in 
cancer  and  pathology  journals. 

After  her  retirement  in  1977,  Dr.  Hoch-Ligeti 
joined  Dr.  Harold  L.  Stewart,  chief  of  the  Registry 
of  Experimental  Cancers  at  the  National  Institutes 
of  Health.  Her  work  at  this  institution  resulted  in  1 1 
publications. 

Hungarian,  English,  and  German  were  her  lan- 
guages, and  she  delighted  in  quoting  poetry  from  all 
three  literary  traditions — and  Latin,  too.  Painting  in 
watercolor  or  oil  was  one  of  her  hobbies.  She  loved 
classical  music  and  the  theater.  She  enjoyed  deep 
friendships  with  members  of  her  family  and  her 
husband’s  family  and  with  friends  and  professional 
colleagues  here  and  in  England. 

Surviving  are  her  husband,  Hans  Hoch,  PhD, 
biophysicist;  one  son,  Paul  L.  Hoch,  Berkeley, 
California;  two  grandchildren,  Elizabeth  A.  and 
Joanna  Hoch;  one  sister,  Klara  Ajgaonkar,  Chelms- 
ford, England;  and  a brother,  Nicholas  Ligeti,  San 
Paolo,  Brazil. 


Memoir  of  A.  R.  Dawson 
1904-1985 

By  Herbert  W.  Park,  MD,  C.  W.  LaFratta,  MD, 
and  Henry  H.  Stonnington,  MD 

Dr.  Alonzo  Ray  Dawson,  Richmond  physiatrist 
who  pioneered  in  the  development  of  the  field  of 
physical  medicine  and  rehabilitation,  died  on  April 
10,  1985,  at  the  age  of  81.  He  was  professor  and 
chairman  of  the  Department  of  Physical  Medicine 
and  Rehabilitation  at  the  Medical  College  of  Virgin- 
ia from  1968  until  his  retirement  in  1973. 

Dr.  Dawson  was  a native  of  Reedville,  Virginia. 
He  attended  Virginia  Polytechnic  Institute  and  the 
College  of  William  and  Mary.  He  attained  his 
degree  of  doctor  of  medicine  at  the  Medical  College 
of  Virginia  Hospital  in  1929.  Before  entering  mili- 


tary service,  he  worked  as  a general  practitioner  in 
Warsaw,  Virginia,  and  later  became  an  attending 
physician  for  the  Veterans  Administration  Hospital 
at  Chillicothe,  Ohio.  From  1935  to  1942  he  was 
medical  director  for  Jefferson  Standard  Life  Insur- 
ance Company,  Greensboro,  North  Carolina.  In 
World  War  II  he  became  involved  as  a flight  sur- 
geon for  the  Army  Air  Corps,  had  special  training  in 
physical  medicine  and  rehabilitation  at  the  Mayo 
Clinic  and  New  York  University.  While  on  active 
duty  he  was  instrumental  in  establishing  convales- 
cent rehabilitation  hospitals  along  the  East  Coast 
for  wounded  soldiers  returning  from  the  European 
theater  of  operations.  He  was  awarded  the  Legion 
of  Merit  for  that  work.  From  1946  through  1965  he 
served  in  various  capacities  with  the  physical  medi- 
cine and  rehabilitation  service  of  the  Veterans  Ad- 
ministration and  from  1948  to  1965  he  was  the  chief 
of  that  service  at  the  McGuire  Veterans  Administra- 
tion Center  in  Richmond.  On  retirement  he  became 
director  of  rehabilitation  services  for  the  Virginia 
Department  of  Mental  Hygiene  and  Hospitals  and 
five  years  later  was  designated  as  director  of  the 
geriatric  services.  He  laid  the  ground  work  for 
Virginia’s  first  rehabilitation  program  for  the  elder- 
ly. 

Dr.  Dawson  was  a member  of  the  Richmond 
Academy  of  Medicine,  The  Medical  Society  of 
Virginia,  American  Medical  Association,  American 
Congress  of  Physical  Medicine  and  Rehabilitation, 
and  American  Academy  of  Physical  Medicine  and 
Rehabilitation.  He  was  a fellow  of  the  American 
College  of  Physicians,  was  a past  president  of  the 
Richmond  Tuberculosis  Association  and  of  the  Vir- 
ginia Chapter,  Arthritis  and  Rheumatism  Founda- 
tion. Dr.  Dawson  also  was  a member  and  secretary 
of  the  Virginia  Board  of  Vocational  Rehabilitation, 
and  he  was  a member  of  Grace  Covenant  Presby- 
terian Church. 

He  is  survived  by  his  wife,  Mrs.  Dorothy  Walz 
Dawson,  three  daughters,  seven  grandchildren  and 
one  greatgrandson. 
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NEW 

MEMBERS 

Albemarle  County  Medical  Society 

Alan  D.  Jenkins,  MD,  Urology,  University  of  Virginia, 
Dept,  of  Urology,  Charlottesville  VA  22908 

Alexandria  Medical  Society 

Nicholas  Ellyn,  MD,  Ophthalmology,  4600  King  St.,  Alex- 
andria VA  22302 

Bela  Lang,  MD,  Orthopedics,  611  Carlin  Springs  Rd., 
Arlington  VA  22204 

Arlington  County  Medical  Society 

Anne  Boas,  MD,  Psychiatry,  1715  N.  George  Mason  Dr., 
Arlington  VA  22205 

Hugh  L.  Farrior,  MD,  Obstetrics/Gynecology,  3505  Nim- 
itz  Rd.,  Kensington  MD  20895 

Myron  D.  Tremaine,  MD,  Orthopedics,  2465  Army-Navy 
Dr.,  Arlington  VA  22206 

Charles  B.  Weber,  MD,  Dermatology,  4765  S.  6th  St., 
Arlington  VA  22204 


Augusta  County  Medical  Society 

Janet  A.  Doerr,  MD,  Diagnostic  Radiology,  120  Overlook 
Rd.,  Staunton  VA  24401 

Danville-Pittsylvania  Academy  of  Medicine 

Karen  L.  Blunk,  MD,  Internal  Medicine,  PO  Box  478, 
Gretna  VA  24557 

Fairfax  County  Medical  Society 

Alan  M.  Cohen,  MD,  General/Child  Psychiatry,  11706 
Bowman  Green  Dr.,  Reston  VA  22901 

Ruth  A,  Mann,  MD,  Pediatrics,  8316  Arlington  Boule- 
vard, Fairfax  VA  22031 

Peter  G.  Rothschild,  MD,  Obstetrics/Gynecology,  8350 
Greensboro  Dr.,  McLean  VA  22102 

David  R.  Stewart,  MD,  Pediatric  Surgery,  3299  Woodburn 
Rd.,  Annandale  VA  22003 

William  E.  Wright,  MD,  Internal  Medicine,  6801  Wem- 
berly  Way,  McLean  VA  22101 

Hampton  Medical  Society 

Thomas- John  Bundrick,  Raadiology,  8601  Eastwood 
Court,  Richmond  VA  23236 

Mid-Tidewater  Medical  Society 

Claude  N.  Frechette,  MD,  Plastic  Surgery,  PO  Box  1100, 
Gloucester  Point  VA  23062 

continued  on  page  423 


As  a professional,  you  can  make  what 
11  may  prove  to  be  the  decision  of 
a lifetime. 

If  you  have  a young  patient  who 
requires  psychiatric  treatment,  perhaps 
it’s  time  to  consider  referring  him  or  her 
to  a psychiatric  hospital.  More  specifical- 
ly, consider  PIR. 

PIR  offers  three  levels  of  treatment: 
Acute  Care,  Residential  Treatment,  and 
Therapeutic  Day  School,  all  in  a campus 
setting.  A fourth  level,  Outpatient  Treat- 
ment, is  provided  by  Joe  W.  King,  M.D. 
& Associates,  PC.  The  expert  staff  spe- 
cializes in  treating  only  children,  adoles- 
cents, and  their  families— they’ll  also 
maintain  close  contact  with  you  on  the 
progress  of  your  patient. 

So  if  you  know  a young  person 
having  trouble,  lend  a helping  hand. 
Call  PIR  at  329-4392. 


"~mf  OTO  Psychiatric  Institute 
Wi  llv  of  Richmond 
Psychiatric  Institutes  of  America 
a subsidiary  of  National  Medical  Enterprises,  Inc. 

3001  Fifth  Avenue,  Richmond,  Virginia  23222 
South  Richmond  Outpatient  Office 
Located  at  8132  Forest  Hill  Avenue 
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The  MGMA/AGPA  endorsed  Medical  Group  Practice  Program 
is  underwritten  by  Continental  Casualty  Company, 
one  of  the  CNA  Insurance  Companies. 


CJVA 


For  All  the  Commitments  You  Make* 


CNAs  group  medical  malpractice 
program...good  for  the  long  term. 


Is  your  group  medical  malpractice  insurer  finan- 
cially sound?  At  CNA  Insurance,  our  financial 
stability  ranks  among  the  highest  in  the  industry. 
Making  our  group  malpractice  protection  good 
now. . . and  for  the  long  term. 

Our  medical  malpractice  program  is  backed 
by  Continental  Casualty  Company-one  of  the 
CNA  Insurance  Companies  that  has  earned  an 
A+  rating  for  financial  strength  from  A.  M.  Best 
& Co.,  an  independent  rating  service.  We’re  also 
rated  AAA  by  Standard  & Poor’s  for  our  ability  to 
pay  claims.  With  our  financial  stability,  we  can 
support  our  commitment  to  one  of  the  leading 
medical  malpractice  programs. 


As  a leader,  we’ve  come  to  specialize  in  pro- 
tection for  multi-specialty  group  practices  of  five 
or  more  physicians.  This  protection  includes 
coverages  tailored  for  your  group  practice,  as  well 
as  for  individual  physicians  within  your  group. 

For  group  malpractice  protection  that’s 
financially  stable  and  good  for  the  long  term, 
contact  your  local  CNA  agent,  or 
CNA  Insurance  Companies 
Professional  Liability  Division 
CNA  Plaza 
Chicago,  IL  60685 
(312)822-2229 


LETTERS 


Smoking  and  oxygen 
a lethal  mix 

Between  January  1985  and  May  1986,  three  inpa- 
tients aged  51  to  64  years  of  age  with  severe  nasal 
mucosal  burns  presented  to  the  Otolaryngology 
Clinic  at  the  Medical  College  of  Virginia  Hospitals/ 
Virginia  Commonwealth  University.  The  burns 
were  sustained  by  cigarette  smoking  while  the  pa- 
tients were  being  administered  oxygen  via  nasal 
cannula.  One  patient  sustained  second  degree  burns 
of  the  face.  Besides  histories  of  alcohol  and  drug 
abuse,  all  patients  had  significant  underlying  medi- 
cal illnesses. 

Conservative  management  consisted  of  education 
of  patients  and  nursing  staff  in  burn  care,  daily 
gentle  cleaning,  light  suctioning  of  the  nasal  pas- 
sages and  use  of  sterile  nasal  saline  spray  three 
times  a day. 

All  three  patients  achieved  complete  healing  of 
the  nasal  mucosa  without  sequelae.  No  legal  sequel- 
ae resulted,  but  a potential  malpractice  action  could 
involve  hospital  administration,  nursing  personnel, 
and  physician  staff. 

The  writers  wish  to  stress  the  importance  of  close 
supervision  of  patients  receiving  supplemental  oxy- 
gen therapy.  Patients  should  be  educated  about  the 
combustibility  of  oxygen.  Underlying  psychiatric 
and  drug  abuse  problems  as  well  as  advanced  age 
and  incapacitating  medical  problems  enhance  the 
risk  of  severe  burns  associated  with  smoking. 

Glenn  William  Knox,  MD 
Mary  Ann  Smith  Frable,  MD 
Department  of  Otolaryngology 
Box  146,  Medical  College  of  Virginia 
Richmond  VA  23298 

From  the  national  curator, 
an  herbal  connection 

I was  interested  to  see  Dr.  Duane  Lawrence’s 
letter  regarding  the  Herbalife  program  in  Virginia 
Medical.1  I was  so  pleased  to  see  a listing  of  the 
actual  ingredients  in  the  products.  There  is  one 
error  that  I thought  I should  point  out.  In  Formula 
2,  gotu  kola  is  not  the  kola  nut  as  listed.  It  is 


A Hand 


Treatment  for  cocaine  and 
other  drug  addictions 

Inpatient  adolescent  program 

Assessments  available 

Transportation  arranged 

Established  1974 


Arlington,  r ")  Harrisonburg, 
Virginia  22205  Virginia  22801 

PHONE:  IN  VA.: 

(703)558-6536  U”J  (800)  533-1770 
OUTSIDE  VA.:  (800)  922-9241 

THE  ARLINGTON  HOSPITAL 
Alcoholism  Treatment  Programs 
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“NO  RENEWALS” 
FOR  1100 
VIRGINIA  MDs 

The  Pennsylvania  Hospital  Insurance 
Company  (PHICO)  has  announced  that 
it  will  no  longer  renew  medical  liability 
policies  for  physicians  who  practice  in  a 
group  of  less  than  ten  associates.  Their 
policies  will  be  cancelled  on  the  first 
effective  renewal  date  subsequent  to 
November  1,  1986,  PHICO  officials 
said. 

At  the  State  Corporation  Commis- 
sion, it  was  estimated  that  1,100  inde- 
pendent doctors,  comprising  more  than 
10%  of  the  physicians  and  surgeons  in 
Virginia,  will  lose  their  liability  coverage 
because  of  the  restriction,  and  a hear- 
ing was  scheduled  for  September  2 to 
discuss  the  possibility  of  reactivating  a 
Joint  Underwriting  Association. 

The  Virginia  Insurance  Reciprocal 
has  indicated  it  may  pick  up  some  of  the 
non-renewed  policies,  but,  a spokes- 
person said,  these  new  customers  will 
incur  a special  surcharge  equal  to  40% 
of  the  annual  premium.  And  the  Recip- 
rocal will  not  take  on  any  ob-gyns 
dropped  by  PHICO. 

Officers  and  staff  of  The  Medical  So- 
ciety of  Virginia  are  negotiating  with  a 
national  insurance  carrier  interested  in 
writing  professional  liability  policies  in 
Virginia.  The  Society’s  leaders  are  also 
alert  to  other  possible  remedies  to  this 
most  difficult  situation.  Through  Virginia 
Medical  and  other  lines  of  communica- 
tions we  will  keep  MSV  members 
abreast  of  developments. 

James  L.  Moore,  Jr., 
Executive  Vice  President 


Hydrocotyl  asiatica,  also  known  as  Centella  asia- 
tica,  as  see  Varro  E.  Tyler’s  guide  to  the  use  of 
herbs  and  related  remedies.2 

Holly  H.  Shimizu 

Curator,  National  Herb  Garden 
United  States  National  Arboretum 
3501  New  York  Avenue,  NE 
Washington  DC  20002 

1.  Lawrence  DA.  Yesterday’s  medicine  is  today’s  mar- 
keting. Va  Med  1985;112:693-694 

2.  Tyler  VE.  The  Honest  Herbal.  Philadelphia,  George 
F.  Stickley  Company,  1981 


The  physician  in  this  photograph  is  Dr.  Kearfott 
M.  Stone,  Gloucester,  president  of  the  Mid- 
Tidwater  Medical  Society.  He  was  incorrectly 
identified  in  the  June  issue  as  Dr.  Kenneth  L. 
Geoly,  Fairfax.  The  Editors  greatly  regret  the 
error.  The  picture  appeared  in  an  illustrated 
report  of  a two-day  meeting  of  The  Medical 
Society  of  Virginia  Council. 


Are  you  ready  for  the 
big  annual  meeting? 
Hotel  reservation  blank 
on  page  484. 
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McGUIKE  CLINIC,  INC. 

Established  1923  by  Stuart  McGuire,  MD 


ALLERGY 

David  D.  Vaughan,  MD 

ANESTHESIOLOGY 
G.  A.  Weimer,  MD 
Boyd  H.  May,  MD 
Lynne  E.  Gehr,  MD 

CARDIOLOGY 

Randolph  M.  Halloran,  MD 
Stanley  C.  Tucker,  MD 
Charles  W.  Phillips,  MD 

DERMATOLOGY 

E.  Randolph  Trice,  MD 
Nancy  H.  Thornton,  MD 

FAMILY  PRACTICE 
Charles  F.  Irwin,  MD 
Frank  N.  Bain,  MD 
L.  Michael  Breeden,  MD 
Stuart  S.  Solan,  MD 
Christine  D.  Hagan,  MD 
Michael  P.  Taylor,  MD 
Linda  J.  Abbey,  MD 
Mark  C.  Barr,  MD 
William  T.  Tucker,  Jr.,  MD 
Thomas  D.  Blake,  MD 
Kenneth  R.  Simpson,  MD 
James  D.  Mumper,  MD 
James  A.  Rollins,  MD 
Jethro  Piland,  MD 

GASTROENTEROLOGY 

Hilton  R.  Almond,  MD 
Joseph  Longacher,  MD 
Thomas  J.  Sobieski,  MD 

GERIATRICS 

John  P.  Lynch,  MD  (retired) 


10431  Patterson  Avenue 
Richmond  VA  23229 

3800  Meadowdale  Boulevard 
Richmond  VA  23234 


HEMATOLOGY/ONCOLOGY 

Richard  L.  Glazier,  MD 
H.  St.  George  Tucker,  MD 

INTERNAL  MEDICINE 

John  P.  Lynch,  MD  (retired) 
Robert  W.  Bedinger,  Sr.,  MD 
Marigail  W.  David,  MD 
Joseph  S.  Galeski,  III,  MD 
N.  Michael  Vranian,  MD 
Robert  W.  Bedinger,  Jr.,  MD 
Katherine  Smallwood,  MD 
Kurt  Link,  MD 


NEPHROLOGY 

James  A.  Repass,  MD 
Ronald  N.  Kroll,  MD 
Martin  T.  Starkman,  MD 


NUCLEAR  MEDICINE/ 
ENDOCRINOLOGY 

David  L.  Litchfield,  MD 


OBSTETRICS/GYNECOLOGY 

Russell  L.  Handy,  MD 
Joseph  S.  Brozelleca,  Jr.,  MD 
Thomas  W.  Moxley,  MD 

ORTHOPAEDIC  SURGERY 
Gary  W.  Routson,  MD 
Hallett  H.  Mathews,  MD 

OPHTHALMOLOGY 
T.  Todd  Dabney,  MD 
Brent  Smith,  MD 


1000  Chinaberry  Boulevard 
Richmond  VA  23225 


OTOLARYNGOLOGY/ 
FACIAL  PLASTIC  SURGERY 
Olan  N.  Evans,  MD 

PATHOLOGY 

Hubert  R.  White,  Jr.,  MD 

PEDIATRICS 

Richard  J.  Haas,  MD 
Charles  V.  Terry,  MD 
Vicki  D.  Lovings,  MD 
Mary  N.  Megson,  MD 

PHYSICAL  MEDICINE/ 
REHABILITATION 
Herbert  W.  Park,  MD 

RADIOLOGY-DIAGNOSTIC 
Henry  S.  Spencer,  MD 
Donald  P.  King,  MD 
William  F.  Proctor,  MD 
J.  Gregory  South,  MD 
Thomas  G.  Langer,  MD 
Jack  Lowden,  MD 

RADIOLOGY-THERAPEUTIC 
Henry  S.  Spencer,  MD 
Conrado  Gonzalez,  Jr.,  MD 

RHEUMATOLOGY 

Michael  J.  Miller,  MD 
Charles  L.  Cooke,  MD 

SURGERY/GYNECOLOGY 
Joseph  W.  Coxe,  III,  MD 
Gilbert  H.  Bryson,  MD 
Charles  S.  Drummond,  MD 
Martin  T.  Evans,  MD 


(804)  346-1500 


Goochland  Medical  Center 
Goochland  VA  23063 

6034  Stonewall  Parkway 
Mechanicsville  VA  23111 


7702  Parham  Road,  Richmond  VA  23229 


Auxiliary  calls  up 
speakers  cadre 

Faced  with  a battle  for  public  opinion 
on  such  topics  as  health  care  costs 
and  the  liability  crisis, 

Virginia  medicine  is  about  to  unveil 
its  secret  weapon:  spouses. 


Members  of  The  Medical  Soci- 
ety of  Virginia  Auxiliary,  un- 
der the  leadership  of  their  presi- 
dent, Mrs.  Clyde  W.  Vick,  Jr., 
have  been  recruited,  briefed, 
trained,  and  sent  to  the  front  as 
part  of  an  ambitious  Speaker’s  Bu- 
reau program. 

“Physicians  themselves  don’t 
have  time  to  give  many  speeches  to 
the  local  community  groups,  which 
are  so  important  in  forming  public 
opinion,”  Mrs.  Vick  observed. 
“Auxilians  can  take  the  time  to 
explain  medicine’s  stand  on  major 
issues  to  the  public.” 

Under  the  program,  Auxiliary 
members  who  volunteer  as  speak- 
ers receive  comprehensive  briefing 
materials  and,  after  a two-stage 
training  seminar,  organize  local 
speaker’s  bureaus  in  conjunction 
with  the  component  medical  socie- 
ties. Target  subjects  include  DRGs, 
rising  health  care  costs  and  the 
liability  insurance  problem.  So  ex- 


tensive was  the  necessary  prepara- 
tion for  the  program  that  Barbara 
Vick  began  even  before  taking  of- 
fice late  last  year,  in  coordination 
with  her  predecessor,  Mrs.  H.  Alan 
Bigley,  Jr. 

Those  who  volunteered  for  the 
program  attended  an  initial  training 
session  last  fall  and  a second  one  in 
February.  They  heard  advice  from 
The  Medical  Society  of  Virginia’s 
public  relations  consultant,  Ed  De- 
Bolt,  himself  an  accomplished  pub- 
lic speaker,  and  from  Max  Grae- 
ber,  PhD,  dean  of  the  University 
College  of  the  University  of  Rich- 
mond and  a noted  authority  on 
public  speaking  and  speech  writing. 

DeBolt  listed  some  of  the  do’s 
and  don’ts  of  the  fine  art  of  giving  a 
talk: 

• Don’t  talk  too  fast.  Pause  to  let 
the  audience  catch  up  with  you. 

• Make  frequent  eye  contact  with 
the  audience. 


• Develop  a conversational  quali- 
ty to  your  delivery. 

• Dress  conservatively  so  your 
audience  will  focus  on  what  you’re 
saying  and  not  what  you’re  wear- 
ing. 

• Don’t  worry  about  being  ner- 
vous. Everybody  is. 

• Above  all:  Practice,  practice, 
practice. 

At  the  February  training  session, 
the  volunteers  honed  their  skills  as 
DeBolt  videotaped  each  one  giving 
a portion  of  a prepared  speech.  All 
hands  then  constructively  critiqued 
each  speaker.  It  was  a give-and- 
take  session  in  which  everyone 
participated. 

Under  Mrs.  Vick’s  guidance, 
kits  have  been  prepared  outlining  a 
step-by-step  procedure  for  setting 
up  a local  speaker’s  program  and 
sample  speeches  on  the  key  issues. 
Thus  armed,  the  spouses  sallied 
forth — and  by  mid-June  Mrs.  Vick 
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On  the  opposite  page:  Her  speaking 
assignment  completed,  Mrs.  John  E. 
Fitzgerald,  Richmond,  listens  to 
comments  from  the  audience. 


Below:  Mrs.  Phillip  R.  Thomason, 
left,  and  Mrs.  Gerald  Weitzman, 
Portsmouth,  confer  at  the  podium 
before  the  workshop  begins. 


estimated  they  had  reached  74,000 
Virginians  through  public  speaking 
and  media  coverage. 

“We  are  encouraged  by  the  re- 
sponse so  far,  and  we  expect  that 
Auxiliary  members  will  become  an 
important  force  in  The  Medical  So- 
ciety of  Virginia’s  efforts  to  better 
inform  the  public  on  important  is- 
sues,” Mrs.  Vick  said. 

Participating  in  the  February 
workshop  were  these  women  of  the 
Auxiliary: 

Northampton-Accomack  Auxil- 
iary— Mrs.  Harry  S.  Holcomb  and 
Mrs.  Federico  F.  Molera. 

Northern  Neck — Mrs.  A.  Broad- 
dus  Gravatt. 


Newport  News — Mrs.  Norman 
R.  Edwards. 

Petersburg — Mrs.  H.  Alan  Big- 
ley,  Jr.,  Mrs.  Nicholas  A.  Emiliani, 
and  Mrs.  W.  Thomas  Ross,  Jr. 

Portsmouth — Mrs.  Michael  E. 
Moreland,  Mrs.  Phillip  R.  Thoma- 
son, Mrs.  Sidney  W.  Tiesenga,  and 
Mrs.  Gerald  Weitzman. 

Prince  William — Mrs.  Victor  N. 
Guerrero. 

Richmond — Mrs.  Maynard  R. 
Emlaw,  Mrs.  John  E.  Fitzgerald, 
and  Mrs.  William  T.  Johnstone. 

Roanoke — Mrs.  William  Mas- 
sello,  III  and  Mrs.  Rahmat  Seif. 

Wise — Mrs.  Ram  Singh. 

Photos  by  Cyane  Lowden 
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Soiromate 


with  plotter 


We  Got  small  to  Play  BIG. 


When  the  unit  is  disconnected  from  its  plotter, 
the  AS-500  works  as  a single  test  screener  with 
a built-  in  printer. 


Convenient  and  Versatile 


Two  Spirometers  in  One 


A Toast 
to  Our  New 


Transducer 


Place  the  whole  transducer  in  sterilizing  solution. 
No  need  to  disassemble!  No  tubing!  No  piping! 
Ifs  as  easy  as  dropping  an  olive  into  a martini. 


Small  and  Light 


Accuracy  and  lunch-box-like  portability  make 
the  AS-500  perfect  in  any  setting-hospital, 
office,  or  industrial. 


An  easy-to-read  LCD  gives  spirograms  for  instant 
analysis  and  instructional  messages  for  better 
patient  prompting.  Easy  automatic  calibration 
assures  ± 3%  accuracy,  and  triggering  can  be 
either  automatic  or  manual.' 

BIG  Capabilities 


Best-test  selection  (1-9  tests),  pre  and  post  BD 
capability,  flow  volume  loops,  patient-record 
formats,a  sophisticated  array  of  diagnostic 
interpretations  with  accompanying  comm- 
ents, a VC  test,  and  a 12-second  MW  test 
make  this  an  all  encompassing  portable 
spirometer. 

Vast  capabilities  in  a diminutive  package  at 
an  infinitesimal  price  offer  compelling 

to  take  a closer  look  at  the  AS-500. 


Yes,  BIG  indeed. 

d,  of  course,  it  meets  all  the  ATS  standards. 


AS-300:  A younger  family  member  which  performs  many  of  the  functions 
of  the  AS-500  at  an  even  more  affordable  price. 


LEWIS  MEDICAL 
INSTRUMENTS  INC. 


(301)  984-61 1 2 — Washington,  D.C. 
(301)444-7977  — Baltimore,  Maryland 
(804)  644-8024— Virginia 
(919)  848-4333  — North  Carolina 
(215)  922-4966  — Pennsylvania 


Precision  instruments  to  the 
health  profession  for  over  20  years 


We  can  help  cure 
feelings  of  dependency 


Our  free  Home  Health  Care 
Catalog  has  52  pages  of  everything 
from  hospital  beds  to  wheelchairs  to 
specialized  service  equipment.  All 
delivered  to  your  patients’  homes  by 
one  of  America’s  largest  and  most 
dependable  suppliers.  Your  patients 
can  order  by  mail  or  by  calling  our 
toll-free  phone.  They’ll  get  fast 
service  and  expert  consultation. 
They  can  also  order  from  the  catalog 


at  the  pharmacy  counter  of  any 
Peoples  Drug  Store. 

Many  physicians  find  it  useful 
to  have  a copy  of  our  catalog  for 
reference  and  patient  instruction. 

For  over  80  years  we  have 
served  patients  reliably  and  profes- 
sionally. Today  all  the  services  we 
offer  reflect  our  continuing  com- 
mitment to  help  our  customers  as 
their  health  care  needs  change. 


Every  Peoples  has  an  unlisted  phone  that’s  reserved 
only  for  doctors  and  answered  only  by  pharmacists. 
Please  call  your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 


Let  us  send  you  our  new  Home  Health  Care  Catalog:  phone  toll-free  800-368-4243. 


VIRGINIA 

MEDICAL 

AUGUST  1986 


From  King  to  Culprit: 
Tobacco 

Kevin  R.  Cooper,  MD,  Richmond , Virginia 


‘Which  section  would  you  like.  . . “No  Smoking” 
or  “Grumbling  About  No  Smoking”?’ 
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In  the  17th  century,  when  the  Jamestown  settlers  began  planting  the  golden 
leaf,  tobacco  was  said  to  be  “a  sovereign  remedy  for  all  diseases.”  Today 
there  is  scientific  evidence  that  “over  10%  of  all  American  deaths,  including 
both  smokers  and  non-smokers,  are  smoking-related.”  The  history  of 
tobacco  usage  is  explored,  and  20th  century  medicine’s  concerns  about  the 
effects  of  tobacco  on  human  health  are  discussed,  with  emphasis  on  the 
physician’s  key  role  in  prevention  and  treatment. 


American  Indians  were  probably  the  first  to 
smoke  tobacco.  Mexican  cave  drawings 
depict  Mayans  using  ceremonial  pipes 
about  600  AD.  Tobacco  was  first  introduced  into 
Europe  in  the  1500s.  During  the  next  century,  the 
New  World  colonies  grew  and  required  an  ever 
increasing  supply  of  manufactured  goods  from  Eu- 
rope. Colonists  needed  a cash  crop  to  exchange  for 
these  goods  and  tobacco  was  ideal,  since  America 
was  the  only  sizeable  producer  and  demand  in 
Europe  was  increasing.1 

Even  at  this  early  stage,  the  health  controversy 
was  beginning.  Robert  Burton  wrote  in  1621  in 
Anatomy  of  Melancholy,  “Tobacco,  divine,  rare 
superexcellent  tobacco,  which  goes  far  beyond  all 
the  panaceas,  potable  gold,  and  philosopher’s 
stones,  a sovereign  remedy  to  all  diseases....”. 
King  James  I expressed  a different  opinion  in  1604: 
“A  custome  lothsome  to  the  Eye,  hatefull  to  the 
Nose,  harmfull  to  the  Braine,  dangerous  to  the 
Lungs  and  in  the  black,  stinking  fume  thereof 
neerest  resembling  the  horrible  Stigian  smoke  of  the 
pit  that  is  bottomlesse.”  The  controversy  has  con- 
tinued ever  since. 

April  30,  1884,  marked  a turning  point  in  the  use 
of  tobacco.  On  that  day  the  first  automatic  cigarette 
manufacturing  machine  operated  successfully  for 
an  entire  workday.  This  machine  could  produce  as 
many  cigarettes  as  50  expert  men,  so  mass  produc- 
tion was  possible  and  prices  declined.  W.  Duke  & 
Sons  developed  mass  production  and  marketing 
techniques  and  by  1900  commanded  90%  of  the 
manufactured  cigarette  market.  In  1911  their  Amer- 
ican Tobacco  Company  was  dissolved  by  an  anti- 
trust decision  of  the  Supreme  Court,  and  its  assets 
divided  among  Liggett  & Myers,  Reynolds,  Ameri- 

From  the  Department  of  Medicine,  Pulmonary  Divi- 
sion, Medical  College  of  Virginia/Virginia  Common- 
wealth University,  where  this  discussion  was  presented 
on  October  1,  1985,  at  Medical  Grand  Rounds. 

Dr.  Cooper  is  chairman  of  the  Virginia  Interagency 
Council  on  Smoking  or  Health.  Address  correspondence 
to  him  at  Box  50,  MCV  Station,  Richmond  VA  23298. 


can,  Lorillard  and  several  smaller  companies  to 
assure  a competitive  market. 

Just  as  important  to  the  increase  in  cigarette 
consumption  but  much  less  appreciated  was  the 
development  of  a portable  match.  Until  about  1900 
matches  were  unreliable  and  dangerous.  As  a re- 
sult, smoking  was  a leisure  time  activity  and  gener- 
ally took  place  around  the  fireplace  where  a light 
was  convenient.  The  invention  of  a safe,  reliable, 
inexpensive  match  made  it  easy  to  light  up  anytime, 
and  cigarette  consumption  soared  as  a result  of  the 
tobacco  industry’s  practice  of  providing  a free  book 
of  matches  with  each  pack. 

During  World  War  I,  cigarette  consumption 
climbed  steadily,  partly  due  to  its  endorsement  by 
the  military.  Gen.  John  Pershing  successfully  peti- 
tioned Congress  to  begin  issuing  cigarettes  as  part 
of  the  soldier’s  daily  ration.  He  said,  “You  ask  me 
what  we  need  to  win  this  war  I answer  tobacco  as 
much  as  bullets.”  Pershing  thought  tobacco  smok- 
ing made  soldiers  better  able  to  tolerate  the  adverse 
conditions  of  warfare,  specifically  hunger,  cold 
temperatures  and  long  hours  of  duty  without  sleep. 
In  1918  cigarettes  became  part  of  the  soldier’s  daily 
ration,  and  this  practice  persisted  into  the  1970s.  It 
is  very  easy  to  see  how  the  tobacco  companies 
could  use  this  government  endorsement  to  develop 
both  the  image  of  the  smoker  as  tough,  successful 
and  patriotic  and  the  idea  that  smoking  was  good  for 
America.  A typical  radio  commercial  from  the  early 
1950s,  quoted  in  its  entirety,  demonstrates  this  link: 

During  the  War,  the  makers  of  Camel  cigarettes  sent  a 
total  of  more  than  150,000,000 free  Camels  to  our  fighting 
men  overseas.  Now  free  Camels  are  sent  to  servicemen' s 
hospitals  instead.  This  week  the  Camels  go  to  Veterans 
Hospital,  Fort  Lyon,  Colorado;  U.S.A.F.  Station  Hospi- 
tal, Davis  Monson  Field,  Tuscon,  Arizona;  U.S.  Naval 
Hospital,  Quantico,  Virginia;  US  Marine  Hospital,  Balti- 
more, Maryland;  and  Veterans  Hospital,  Palo  Alto, 
California. 

Camel  broadcasts  go  out  from  the  United  States  three 
times  a week,  are  rebroadcast  to  practically  every  area  in 
the  world  where  men  are  still  stationed,  and  to  our  good 
neighbors  in  Central  and  South  America. 
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Fig.  1.  Smoking-related  cancer  deaths  in  1984. 


By  supplying  cigarettes  to  an  entire  generation  of 
young  men,  the  tobacco  industry  ensured  a huge 
number  of  lifetime  smokers,  and  began  to  effect  a 
basic  change  in  American  society  at  the  same  time; 
smoking  became  the  norm  and  non-smokers  were 
expected  to  accept  this. 

Medical  opinion  about  the  health  effects  of 
tobacco  was  divided  in  the  1800s.  Some 
of  it  was  amazingly  accurate  in  describing 
smoking’s  association  with  mouth  cancer  and  heart 
disease,  but  smoking  was  also  blamed  for  lawless- 
ness, insanity,  laziness,  hemorrhoids  and  many 
another  undesirable  human  affliction  or  trait.  Medi- 
cal opinion  in  this  era  was  based  largely  on  testimo- 
nial rather  than  science,  and  accurate  data  were 
unavailable.  Sigmund  Freud  related  smoking  to  the 
need  for  oral  gratification  which  begins  with  thumb- 
sucking in  children  and  believed  that  certain  indi- 
viduals were  predisposed  to  carry  this  habit  into 
adulthood.  (Freud  smoked  20  cigars  a day  and 
eventually  died  of  mouth  cancer). 

In  1921,  University  of  Minnesota  pathologist  Mo- 
ses Barron  reported  an  increase  in  the  incidence  of 
lung  cancer  deaths.  He  noted  three  cases  in  a single 
month  and  thought  this  was  unusual,  because  lung 
cancer  until  that  time  was  a rare  disease.  He 
examined  the  university’s  autopsy  records  and 
found  that  there  was  only  one  case  every  five  years 
between  1899  and  1918  but  that  eight  cases  a year 
had  occurred  in  1920-1921.  In  the  1930s  several 
European  reports  confirmed  a sharp  increase  in 
lung  cancer  deaths  and  observed  that  virtually  all 
these  patients  had  been  smokers.  In  1938  epidemiol- 
ogist Raymond  Pearl  reported  that  smokers  don’t 


live  as  long  as  non-smokers.  Several  American 
studies  conducted  in  the  1940s  showed  that  conden- 
sate of  tobacco  tar  caused  cancer  when  applied  to 
the  skin  of  animals,  and  in  1940  smoking  was 
associated  with  coronary  artery  disease.  In  1941 
mouth  cancer  was  shown  to  result  from  chewing 
tobacco.  By  1953  sufficient  proof  had  accumulated 
to  prove  even  by  today’s  scientific  standards  that 
smoking  causes  cancer.  The  tobacco  industry  tried 
to  calm  the  public’s  fears  by  using  testimonials  in  its 
advertising.  The  following  1950s  radio  commercial, 
quoted  in  its  entirety,  implied  that  doctors  were 
more  concerned  about  which  brand  to  smoke  than 
whether  to  smoke: 

According  to  a recent  nationwide  survey  more  doctors 
smoke  Camels  than  any  other  cigarette.  Three  leading 
independent  research  organizations  asked  this  question 
of  113,597  doctors:  “What  cigarette  do  you  smoke, 
doctor?”  The  brand  named  most  was  Camel.  Now  you 
probably  enjoy  rich  full  flavor  and  cool  mildness  in  a 
cigarette  just  as  much  as  doctors  do,  and  that’s  why  if 
you  are  not  a Camel  smoker  now,  try  a Camel  on  your 
“T”  zone.  That’s  T for  taste  and  T for  throat:  your  true 
proving  ground  for  any  cigarette.  See  if  Camel’s  rich 
flavor  of  superbly  blended  choice  tobaccos  isn’t  extra 
delightful  to  your  taste.  See  if  Camel’s  cool  mildness  isn’t 
in  harmony  with  your  throat.  See  if  you  too  don’t  say 
“Camels  suit  my  T zone  to  a T.” 

As  time  went  by,  the  number  of  doctors  and 
scientists  who  accepted  the  association  between 
smoking  and  disease  steadily  increased.  Today  we 
know  that  smoking  is  the  cause  of  approximately 
one-third  of  all  cancer  deaths.2  Smoking  causes 
90%  of  lung  cancer  and  significantly  increases  the 
risk  of  cancer  of  the  mouth,  pharynx,  larynx, 
esophagus,  bladder,  pancreas  and  kidney  (Fig.  1). 
However,  the  great  majority  of  deaths  due  smoking 
are  from  non-malignant  diseases.  Smoking  is  re- 
sponsible for  about  85%  of  chronic  bronchitis  and 
emphysema  and  is  a major  cause  of  hypertension, 
stroke,  myocardial  infarction  and  peripheral  arterial 
insufficiency  (Fig.  2).  Smoking’s  effect  on  peripher- 
al vasculature  makes  it  a major  cause  of  skin 
wrinkles  and  organic  impotence. 

The  average  smoker  consumes  about  30  ciga- 
rettes a day,  or  two  per  waking  hour,  and  dies  about 
seven  years  younger  than  the  average  nonsmoker. 
The  smoker  thus  shortens  his/her  life  span  about  six 
minutes  for  each  cigarette  smoked.  The  risks  of 
smoking  are  clearly  dose  related.  This  means  that 
light  smokers  are  less  at  risk  than  heavy  smokers, 
but  also  means  that  there  is  no  absolutely  safe  level 
of  exposure.  Another  hazard  of  smoking  is  acciden- 
tal fire.  Most  people  who  don’t  smoke  don’t  carry 
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matches  in  their  pockets  and  don’t  go  around  start- 
ing little  fires  all  day.  Fires  attributed  to  smoking 
materials  are  blamed  for  about  $300  million  in  proper- 
ty damage  and  2,000  deaths  each  year  in  the  U.S. 

Thus  one  in  every  three  average  lifelong  smokers 
can  expect  to  die  of  a disease  caused  by  smoking. 
Over  10%  of  all  American  deaths,  including  both 
smokers  and  non-smokers,  are  smoking  related. 

Pipes  and  cigars  are  not  as  dangerous  as  ciga- 
rettes. Cigar  and  pipe  tobacco  smoke  is  much  more 
alkaline  and  the  irritation  caused  by  the  higher  pH 
discourages  inhaling.  Pipe  and  cigar  smoking  in- 
creases the  risk  of  mouth,  lung,  laryngeal  and 
esophageal  cancer.  The  increase  in  risk  of  lung 
cancer  is  definite  but  much  smaller  than  what  is 
assumed  by  cigarette  smokers.  Cigar  and  pipe 
smokers  have  more  heart  disease  and  peptic  ulcer 
disease  than  non-smokers,  but  the  risk  is  not  as 
great  as  the  risk  to  cigarette  smokers. 

Snuff  and  chewing  tobacco  are  used  by  22  million 
Americans,  and  this  is  the  only  segment  of  tobacco 
sales  which  is  still  increasing.  Teenage  boys  are  the 
group  most  responsible  for  the  growth  in  sales. 
About  15%  of  teenage  boys  nationwide  are  now 
using  smokeless  tobacco3  despite  the  fact  that  its 
association  with  gum  and  tooth  disease  and  oral 
cancer  has  been  well  publicized.  It  contains  at  least 
one  carcinogen,  nitrosonornicotine,  proving  that  it 
is  not  necessary  to  burn  tobacco  to  produce  a 
carcinogen. 

From  a medical  point  of  view,  tobacco  use  kills 
1,000  Americans  a day  and  is  therefore  the 
nation’s  most  important  health  problem. 
Compare  the  magnitude  of  this  problem  with  the 
number  of  deaths  due  to  AIDS,  which  receives 
much  more  publicity  and  has  killed  about  one-half 
of  its  total  19,000  victims  since  1981.  On  the  other 
hand  smoking  is  legal,  it  has  a rich  cultural  tradition 
dating  back  centuries,  and  almost  a third  of  adult 
Americans  choose  to  smoke.  Our  government  has 
made  efforts  to  warn  smokers  of  the  danger,  but 
remains  more  impressed  by  the  political  and  eco- 
nomic importance  of  tobacco  than  by  its  health 
hazards.  Government  agencies  try  to  protect  us 
from  nitrites,  ethylene  dibromide,  urea  formalde- 
hyde foam,  dioxins,  saccharin  and  various  other 
substances  which  might  cause  disease,  yet  tobacco 
companies  have  suffered  only  the  imposition  of 
warning  labels  and  restrictions  on  how  they  may 
advertise. 

Tobacco  dollars  are  the  reason  for  this  tolerant 
attitude.  Tobacco  is  grown  in  22  states;  Kentucky, 
and  North  Carolina  are  the  leaders,  but  it  clearly  is 


a major  industry  in  Virginia  as  well.  It  is  the  sixth 
largest  cash  crop  in  America,  achieving  $35  billion  a 
year  in  sales.  Lobbyists  for  this  wealthy  industry 
work  constantly  to  ensure  a government  policy 
which  is  as  favorable  as  possible.  In  additon,  the 
industry’s  $2-$3  billion  annual  advertising  budget 
has  made  the  advertising,  magazine  and  newspaper 
industries  financially  dependent.  These  industries 
are  very  reluctant  to  bite  the  hand  that  feeds  them. 
Both  Time  and  Newsweek , for  example,  have  re- 
cently published  special  supplements  devoted  to 
health  and  wellness  which  fail  to  mention  smoking 
cessation  in  any  meaningful  way,  even  though 
smoking  overshadows  all  other  public  health  prob- 
lems in  importance.  The  very  issue  of  Newsweek 
which  carried  the  supplement  (Nov.  7,  1983)  ran  12 
pages  of  cigarette  advertising  costing  nearly  $1 
million.4  This  huge  economic  clout  has  led  to  what 
has  been  termed  “a  conspiracy  of  silence,”  result- 
ing in  very  little  coverage  of  the  1 ,000  deaths  a day 
by  the  news  media. 

Although  a lot  of  money  is  produced  by  the 
tobacco  industry,  it  also  costs  a lot  to  pay 
for  the  associated  disease  and  death.  The 
annual  direct  health  care  cost  is  about  $16  billion, 
and  an  additional  $37  billion  is  lost  due  to  decreased 
productivity,  disability  and  premature  death.5,6 
Smokers  use  about  80  million  extra  sick  days  each 
year,  30%-50%  more  sick  days  than  non-smokers. 
Business  leaders  are  becoming  acutely  aware  of  this 
fact  as  health  care  costs  rise  and  worker  productivi- 
ty becomes  more  important  than  ever.  Some  busi- 
nesses now  ban  smoking  at  work  entirely;  this  is 
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perfectly  legal  as  long  as  enforcement  is  uniform. 
Moreover,  it  saves  money  since  the  total  annual 
cost  to  an  employer  is  $500-$  1500  more  for  each 
smoker  than  for  each  non-smoker  he  hires.  In 
addition,  most  employees  appreciate  the  fresh  air 
since  about  80%  of  non-smokers  are  irritated  by 
exposure  to  smoke. 

According  to  the  Congressional  Office  of  Tech- 
nology Assessment,  the  total  economic  cost  of 
smoking  in  the  United  States  is  about  $65  billion  a 
year,  or  $2.17  for  each  pack  of  cigarettes  sold.7,8 
The  cost  of  smokers’  extra  medical  care  and  lost 
wages  is  borne  by  all  of  us  in  the  form  of  higher 
health  insurance  and  Medicare  costs  and  higher 
prices  for  the  products  of  companies  forced  to  pay 
more  for  benefits  for  their  smoking  employees. 
Clearly  the  economic  costs  of  tobacco  use  far 
exceed  the  wealth  it  generates. 

Until  recently,  the  tobacco  industry  lobby  in 
Washington  had  successfully  resisted  any  bill  regu- 
lating cigarettes,  with  the  exceptions  of  taxation 
and  broadcast  advertising.  As  a result,  no  federal 
agency  had  the  authority  to  require  that  cigarette 
manufacturers  even  disclose  the  ingredients  of  their 
products,  so  no  one  outside  the  industry  knew  what 
else  besides  tobacco  might  be  in  cigarettes.  Begin- 
ning in  October  1985,  however,  the  Department  of 
Health  and  Human  Services  (HHS)  exacted  access 
to  this  information. 

The  federal  government  avoided  direct  in- 
volvement until  May  23,  1961,  when  Presi- 
dent John  F.  Kennedy  was  asked  at  a news 
conference  what  should  be  done  about  the  smoking 
and  health  problem.  There  had  been  several  press 
reports  linking  smoking  with  heart  disease  and  lung 
cancer,  and  Kennedy  promised  to  look  into  it.  He 
referred  the  question  to  Surgeon  General  Luther 
Terry,  who  assembled  an  expert  panel  of  eight 
MDs,  one  chemist,  and  one  statistician.  This  panel 
spent  the  next  30  months  reviewing  all  the  litera- 
ture, and  in  January  1964  released  the  first  Surgeon 
General’s  Report  on  the  Health  Consequences  of 
Smoking.  This  was  a pivotal  document  since  it 
issued  from  a group  of  distinguished  scientists  and 
was  endorsed  by  the  Public  Health  Service,  a part 
of  the  U.S.  government.  The  legislative  branch  felt 
forced  to  respond  to  this  information.  In  1966,  the 
warning  label  on  packages  was  required,  and  orig- 
inally stated  that  cigarette  smoking  “may  be  haz- 
ardous’’ to  your  health.  A few  years  later  the 
wording  was  changed  to  “is  dangerous”. 

In  1967,  the  Federal  Communications  Commis- 
sion ruled  that  the  Fairness  Doctrine  applied  to 
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cigarette  advertising.  This  meant  that  the  public’s 
best  interest  required  that  TV  and  radio  stations 
broadcasting  paid  cigarette  advertisements  had  to 
provide  free  air  time  for  antismoking  messages 
produced  by  the  U.S.  Public  Health  Service,  the 
American  Cancer  Society,  and  others  who  wanted 
to  point  out  the  dangers  of  smoking.  The  ruling  was 
upheld  by  an  appeals  court  and  the  Supreme  Court 
declined  to  hear  the  case.  There  followed  a barrage 
of  antismoking  messages  which  were  so  gruesome 
and  effective  that  the  tobacco  companies  were 
eventually  willing  to  end  their  broadcast  advertising 
entirely  in  order  to  stop  the  “cigarettes-they’re 
killers”  messages.  After  one  last  grand  effort  to 
sponsor  every  New  Year’s  Day  football  game  in 
1970,  TV  and  radio  cigarette  advertising  ceased  on 
January  2.  On  October  12,  1984,  the  Comprehen- 
sive Smoking  Education  Act  permanently  estab- 
lished the  government  Office  of  Smoking  and 
Health,  required  cigarette  ingredient  disclosure  to 
HHS,  and  mandated  the  tougher  warning  labels  and 
advertisements  we  have  seen  since  October  1985. 


Cigarette  consumption  in  the  United  States 
in  1984  was  about  600  billion  down  from  640 
billion  five  years  earlier.  In  1965,  50%  of 
men  and  33%  of  women  were  smokers,  while  cur- 
rently about  32%  of  men  and  29%  of  women  smoke.9 
Smoking  among  teenagers  is  declining,  but  partially 
because  boys  are  switching  from  cigarettes  to  chew- 
ing tobacco  and  snuff.  Figure  3 shows  total  U.S. 
cigarette  consumption  since  1900.  Several  declines 
in  consumption  before  1975  were  attributable  to 
specific  events  and  always  yielded  to  an  eventual 
increase  in  sales.  During  the  last  ten  years  however, 
there  has  been  a steady  decline  in  the  popularity  of 
smoking  which  cannot  be  attributed  to  any  specific 
event. 

Part  of  the  recent  increase  in  visibility  of  the 
smoking  issue  is  due  to  concern  about  the  effects  of 
second-hand  smoke.  People  who  do  not  smoke 
themselves  but  work  in  smoking  areas  have  worse 
pulmonary  function  than  non-smokers  who  work  in 
smoke-free  areas.10  Most  studies  indicate  that 
wives  of  smokers  have  two  to  three  times  the  risk  of 
lung  cancer  compared  to  women  whose  husbands 
are  non-smokers.11  Non-smoking  wives  of  smokers 
also  have  a greater  risk  of  myocardial  infarction 
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than  women  in  smoke-free  homes.12  Women  who 
smoke  while  pregnant  have  smaller  babies  and  are 
more  likely  to  have  miscarriages,  and  there  is  a 50% 
increase  in  infant  mortality  among  newborns  whose 
mothers  smoke.  Passive  smoking  is  particularly 
hazardous  to  children.  There  are  several  studies 
indicating  a two-  to  three-fold  increase  in  symptom- 
atic respiratory  illness,  an  increase  in  hospitaliza- 
tion for  respiratory  illness,  and  a decline  in  pulmo- 
nary function  in  young  children  whose  mothers 
smoke.13,14  The  risk  increases  according  to  how 
much  the  mother  smokes;  a father’s  smoking  is 
generally  less  important,  since  as  a rule  he  spends 
much  less  time  in  close  contact  with  small  children. 

One  reason  for  smoking’s  popularity  is  that 
the  public  is  still  poorly  informed  about  the 
specific  hazards  of  smoking.  Although 
most  people  know  that  smoking  is  unhealthy  and 
associate  it  with  lung  cancer,  few  people  know  of 
the  big  risk  of  heart  disease  or  realize  that  most 
emphysema  and  chronic  bronchitis  is  due  to  smok- 
ing. However,  the  most  important  reason  is  that 
smoking  is  quite  pleasant  once  people  acquire  the 
taste.  The  first  dose  of  nicotine  is  usually  nauseat- 
ing, but  this  effect  disappears  with  continued  use. 
The  effects  of  nicotine  on  the  central  nervous 
system  are  the  real  attraction  of  smoking.  Nicotine 
simultaneously  stimulates  mental  alertness  and 
muscular  relaxation,  a combination  most  people 
find  very  attractive,  especially  at  stressful  times. 
Unfortunately,  nicotine  is  addicting  since  it  1)  acts 
on  the  central  nervous  system,  2)  causes  the  user  to 
lose  voluntary  control  over  the  amount  of  the  drug 
used,  and  3)  causes  withdrawal  symptoms  when  the 
user  attempts  to  quit.  About  85%  of  smokers  are 
nicotine  addicts,  just  as  about  85%  of  heroin  users 
are  addicted  to  heroin.  When  smokers  try  to  quit, 
the  success  rate  is  about  20%,  identical  to  the 
success  rate  of  heroin  addicts.  In  contrast,  only 
about  15%  of  alcohol  drinkers  are  addicted.  In 
terms  of  health  costs,  there  are  more  lives  lost  and 
more  money  spent  due  to  smoking-induced  disease 
than  due  to  all  other  addicting  substances  com- 
bined, including  alcohol. 

The  average  smoker  self-administers  200 
doses  a day,  since  each  puff  is  a dose  and 
nicotine  is  absorbed  very  quickly  and  circu- 
lates directly  to  the  brain.  It  should  be  obvious  that 
a habit  like  this  is  very  difficult  to  break.  Mark 
Twain  wrote,  “It’s  easy  to  quit  smoking.  I know 
because  I have  done  it  a thousand  times.’’  It  is 
important  to  make  potential  quitters  aware  that 


most  people  do  not  succeed  on  their  first  attempt; 
most  successful  quitters  have  tried  several  times 
before  and  failed. 

A smoker  is  never  too  old  to  benefit  from  quit- 
ting. People  may  say  that  the  damage  is  already 
done,  but  studies  show  that  it  is  never  too  late. 
Although  some  damage  may  well  be  irreversible, 
the  rate  of  decline  in  health  after  quitting  is  less 
steep  than  the  rate  of  decline  while  continuing.  It 
takes  10-15  years  for  the  lung  cancer  risk  of  an  ex- 
smoker to  approach  that  of  a non-smoker.  On  the 
other  hand,  the  risk  of  dying  suddenly  due  to  heart 
disease  is  reduced  almost  immediately,  due  to  the 
decline  in  carbon  monoxide  blood  levels.  About 
90%  of  smokers  say  that  they  want  to  quit,  but  may 
feel  it  is  too  difficult  or  just  “aren’t  ready  yet.’’ 
Since  1969,  however,  34,000,000  smokers  have 
quit,  and  although  some  people  rely  on  organized 
smoking  cessation  programs15,  90%  of  successful 
quitters  do  so  on  their  own.  About  one-third  gain 
weight,  one-third  lose  weight  and  one-third  retain 
the  same  weight.  Unfortunately,  the  gainers  gain 
more  than  the  losers  lose,  so  that  the  average 
weight  change  is  a gain  of  about  5 pounds. 

Quitters  should  be  warned  about  withdrawal 
symptoms:  craving  for  cigarettes,  nervousness, 
cough,  headache,  anxiety,  lack  of  concentration, 
and  difficulty  sleeping.  Lack  of  concentration  is  a 
real  problem  for  people  who  depend  on  nicotine  to 
increase  mental  alertness,  although  quitters  adjust 
after  a while.  Cough  may  actually  get  worse  after 
quitting  before  it  gets  better,  since  cigarette  smoke 
contains  chemicals  which  paralyze  cilia  in  the  tra- 
cheobronchial mucosa,  and  for  a few  weeks  after 
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quitting,  the  cilia  may  work  better  and  sweep  up 
more  irritants,  resulting  temporarily  in  a worse 
cough. 

Nicotine  gum  offers  the  advantage  of  separating 
the  physical  addiction  to  nicotine  from  the  habit  of 
smoking.  People  are  attached  to  smoking  as  a 
routine  behavior  due  to  its  repetitive  pattern  and 
social  custom  (the  after-dinner  smoke,  the  coffee- 
break  smoke,  etc.)  and  are  used  to  the  routine  of  30 
smokes  a day.  In  addition,  most  smokers  have 
actual  physiologic  addiction  to  nicotine.  Proper  use 
of  nicotine  gum  can  separate  the  behavior  from  the 
addiction  so  that  a smoker  can  first  break  the 
custom  without  having  to  deal  with  withdrawal,  and 
then  taper  the  use  of  the  gum  later.  Long-term 
success  rates  using  nicotine  gum  alone  or  cessation 
counselling  alone  average  20%,  while  the  combined 
use  of  nicotine  gum  and  counselling  can  double  the 
success  rate.16 

Not  every  smoker  is  addicted  to  nicotine  and  not 
every  nicotine  addict  needs  nicotine  gum,  but  the 
gum  can  improve  the  average  success  rate  not  only 
by  alleviating  withdrawal  symptoms  but  by  increas- 
ing physician  involvement  in  the  cessation  process. 
Surveys  have  shown  that  “My  doctor  told  me  I had 
to  quit”  is  a powerful  motivating  factor  for  most 
patients,  as  is  the  diagnosis  of  a disease  directly 
linked  to  smoking.  When  nicotine  gum  is  used,  it 
should  be  continued  for  at  least  three  months,  since 
a shorter  period  results  in  a lower  success  rate. 
Whatever  type  of  program  is  employed,  success 
depends  on  a genuine  desire  and  commitment  on 
the  part  of  the  smoker  to  quit  completely;  half- 
hearted attempts  to  quit  for  a short  period  or  to  cut 
down  are  rarely  beneficial  in  the  long  run. 

The  nation’s  No.  1 public  health  problem  will 
not  disappear  quickly.  The  goal  of  a tobac- 
co-free society  by  the  year  2,000,  which  has 
been  endorsed  by  The  Medical  Society  of  Virginia, 
can  only  be  achieved  by  a combined  approach  of 
helping  smokers  to  quit,  persuading  youngsters  not 
to  start,  supporting  the  right  of  the  public  to  breathe 
clean  indoor  air,  increasing  cigarette  taxes  (a  price 
increase  of  10%  decreases  consumption  by  about 
4%),  prohibiting  all  tobacco  advertising,  and  other 
long-term  efforts  to  make  non-smoking  the  society 
norm.17  Physicians  have  a key  role  in  this  process, 
both  in  treatment  and  prevention.  We  must  keep  in 
mind  the  tremendous  benefit  of  persuading  young 
people  not  to  smoke,  and  remember  the  effective- 
ness of  “My  doctor  told  me  I had  to  quit”  when 
combined  with  patient  education  and  a cessation 
plan. 
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Smoking 

and  Heart  Trouble: 
Editorial  Review 

Lockhart  B.  McGuire,  MD, 
Charlottesville,  Virginia 


“Those  of  us  who  want  to  practice 
moderation  instead  of  abstinence  will 
have  to  accept  social  disincentives 
and  some  adverse  health  impact.” 


This  issue’s  focus  relating  tobacco  to  disease 
adds  the  voice  of  Virginia  Medical  to  re- 
cent resolutions  by  The  Medical  Society  of  Virginia 
and  the  American  Medical  Association  advocating  a 
“smoke-free”  society  by  the  year  2000.  Associa- 
tions between  smoking  and  vascular  disease  have 
long  been  demonstrated,  but  there  are  new  observa- 
tions in  this  area  also  worth  summarizing  here. 

Another  “Prohibition”? 

As  a profession  loyal  to  science  and  good  evi- 
dence, some  of  us  may  approach  the  current  anti- 
smoking campaign  with  a bit  of  skepticism.  Our 
country’s  previous  social  experiment  with  the  pro- 
hibition of  alcohol  undoubtedly  seemed  worthwhile 
to  many  of  its  advocates  at  that  time,  but  it  failed. 
Are  our  proposed,  increasing  strictures  on  tobacco 
a similarly  high-minded  but  naive  venture,  involv- 
ing curtailments  of  personal  freedom  and  inviting  an 
eventual,  similar  rejection?  My  position  on  this  will 
follow  a brief  update  from  the  cardiovascular  field. 
In  1970,  when  coronary  angiography  was  new,  we 
reported  in  this  journal  the  higher  prevalence  of 
smokers  among  a group  with  abnormal  coronary 
angiograms,  as  compared  to  a group  of  patients  with 
normal  angiograms.1  Much  information  using  other 

From  the  Department  of  Internal  Medicine,  Cardiology 
Division,  University  of  Virginia,  where  Dr.  McGuire  is 
Julian  R.  Beckwith  Professor  of  Medicine.  Address  corre- 
spondence to  him  at  Box  158,  University  of  Virginia 
Medical  Center,  Charlottesville  VA  22908. 


indices  of  coronary  disease  has  appeared  since 
then. 

How  good  is  the  evidence? 

Unanimity  on  the  causative  role  of  smoking  in 
ischemic  heart  disease  has  not  been  achieved.  Some 
assert  that  because  there  have  been  several  differ- 
ent “risk  factors”  associated  with  arteriosclero- 
sis— hypertension,  lipids,  sex,  heredity,  smoking, 
etc.,  we  should  consider  “the  real  cause ” as  un- 
known, and  presumably  accessible  only  to  contin- 
ued biomedical  research  at  a basic  level.  At  the 
epidemiologic  level  of  study,  the  Multiple  Risk 
Factor  Intervention  Trial  (MR  FIT)  was  a ten-year 
project  to  identify  the  effect  of  eliminating  revers- 
ible risk  factors  among  a large  group  of  subjects 
known  as  a special  intervention  group,  as  compared 
to  a group  of  control  subjects.2  This  failed  to 
demonstrate  a reduction  of  mortality  in  the  special 
intervention  group  as  compared  to  a usual  care 
group,  despite  the  fact  that  smoking  was  markedly 
curtailed  among  the  former.  Various  explanations 
of  that  unexpected  result  included  the  effects  of  the 
other  risk  factors — hypertension  and  hyperlipid- 
emia, the  treatments  used  for  those,  and  the  ob- 
served drop  in  smoking  also  found  among  the 
control  group.  Nevertheless,  it  is  undeniable  that 
MR  FIT  failed  to  provide  the  additional  deterrence 
to  tobacco  use  expected  of  it.  Another,  similar 
effort  to  reduce  smoking,  lipids,  and  hypertension 
among  1,000  men  in  Finland  also  failed  to  demon- 
strate a major  impact  of  preventive  intervention  on 
the  five-year  coronary  incidence  in  a group  receiv- 
ing preventive  emphasis  (3.1%)  versus  a control 
group  (1.5%). 3 How  good,  then,  is  the  evidence? 

Coronary  vasoconstriction  and  smoking 

Most  of  the  recent  information  on  this  subject 
favors  the  concept  of  tobacco  exposure  as  an  im- 
portant contributor  to  ischemic  diseases.  In  five 
patients  with  angina  at  rest,  coronary  angiograms 
repeated  during  cigarette  smoking  showed  spastic 
coronary  constriction  during  smoking.4  Another 
catheterization  study  of  ten  patients  showed  reduc- 
tion in  coronary  sinus  blood  flow  during  smoking,  in 
addition  to  the  increments  in  heart  rate  predictably 
observed  with  nicotine-induced  release  of  catechol- 
amines.5 Another  study  of  coronary  blood  flow 
using  thermodilution  sampling  from  the  coronary 
sinus  in  22  subjects  confirmed  the  induction  of 
coronary  vasoconstriction  during  smoking,  espe- 
cially at  the  sites  of  proximal  anatomic  stenoses.6 

My  friend  and  colleague,  the  late  Dr.  Julian 
Beckwith,  said  that  he  gave  up  cigarette  smoking 
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because  of  a physiology  experiment  in  medical 
school  on  himself.  During  estimates  of  digital  blood 
flow  through  subungual  temperature  measurement, 
he  showed  digital  vasoconstriction  during  smoking. 
Thereafter  he  enjoyed  only  an  occasional  cigar. 

As  mentioned  in  Dr.  Cooper’s  review,  probably  a 
reason  that  we  enjoy  tobacco  use  is  the  release  of 
endogenous  catecholamines  similar  to  that  ob- 
served in  psychological  stimulation  or  “stress.” 
Such  circumstances  may  involve  not  only  vasocon- 
striction in  various  arterial  regions  but  also  platelet 
activation,  enhanced  thrombosis,  and  cardiac  dys- 
rhythmia.7,8 Thus  the  biological  pathways  to  trou- 
ble may  involve  varying  mixtures  of  vasoconstric- 
tion or  thrombosis  preceding  or  accompanying  the 
appearance  of  arteriosclerotic  obstructions.  Ex- 
cluding congenital  anomalies  and  vasculitides,  cor- 
onary events  in  our  younger  age  group  occur  almost 
entirely  in  smokers,  especially  in  young  women  also 
using  oral  contraceptives.9 

Reversibility,  or  is  it  too  late? 

Several  studies  addressing  this  narrower  question 
more  specifically  than  did  MR  FIT  or  the  Finnish 
study  have  been  reported.  Hallstrom  and  colleagues 
studied  subsequent  tobacco  use  among  310  survi- 
vors of  cardiac  arrest,  all  of  whom  had  smoked 
previously.10  Within  three  years  recurrent  cardiac 
arrest  occurred  in  19%  of  those  who  stopped  smok- 
ing and  27%  of  those  who  continued  smoking.  A 
Swedish  study  found  the  mortality  at  7.5  years  after 
myocardial  infarction  to  be  10%  among  a group 
stopping  smoking  and  19%  among  those  continuing 
to  smoke.11  A study  of  2,674  persons  over  age  65 
years  from  the  Chicago  Stroke  Study  showed  a 52% 
higher  death  risk  among  cigarette  smokers  as  com- 
pared to  ex-smokers,  non-smokers,  and  pipe-smok- 
ers.12 In  another  study  of  1,873  men  under  age  55 
years  at  the  time  of  initial  myocardial  infarction,  the 
risk  of  subsequent  infarction  was  three  times  great- 
er among  continuing  smokers  than  among  those 
who  never  smoked  but  progressively  decreased 
with  increasing  time  of  abstinence  among  ex-smokers 
to  a level  approaching  that  of  the  non-smokers.13 

In  the  multi-center  Coronary  Artery  Surgery 
Study  with  angiographically-proved  coronary  dis- 
ease there  were  1 ,490  subjects  who  stopped  smok- 
ing at  the  time  of  diagnosis  and  2,675  who  continued 
to  smoke.14  After  five  years  mortality  was  22%  for 
those  who  continued  smoking  and  15%  for  abstain- 
ers. To  my  knowledge  no  studies  claim  the  opposite 
of  these  results. 


Current  conclusions 

The  balance  of  evidence  cited  above  favors  not 
waiting  for  more  basic  research  to  discover  a single, 
unifying  “cause”  for  arteriosclerosis,  although 
such  research  may  yet  prove  interesting  and  valu- 
able. Ischemic  diseases  will  doubtless  continue  to 
represent  varying  mixtures  and  sequences  of  arte- 
riosclerosis, spasm,  and  micro-clotting.  Will  the 
tobacco  manufacturers  try  to  spare  us  the  penalties 
of  our  pleasure  by  perhaps  adding  a vasodilator  and 
an  anticoagulant  to  the  inhaled  products?  That 
seems  ridiculous.  Partial  control  of  some  of  the 
epidemic  infections  in  our  past  was  achieved  by 
applying  epidemiology  prior  to  more  precise  identi- 
fication of  microbial  agents.  As  Walt  Kelly  said 
through  Pogo,  “We  have  met  the  enemy  and  he  is 
us,”  at  least  in  part. 

I enjoy  smoking  a pipe,  usually  about  twice  a day, 
but  with  a tendency  to  increasing  smoking  until  I get 
a sore  throat,  followed  by  abstinence  and  a repeti- 
tion of  the  cycle.  One  trouble  with  coronary  arterio- 
sclerosis is  our  lack  of  an  early  warning  system,  and 
the  best  approach  would  be  prevention.  Those  of  us 
who  want  to  practice  moderation  instead  of  absti- 
nence will  have  to  accept  a variety  of  social  disin- 
centives and  some  small,  adverse  health  impact. 
This  is  presently  done  in  varying  degree  with  alco- 
hol, recreational  sports,  and  auto  travel.  Will  a 
campaign  for  a “smoke-free  society”  produce  less 
vigilance  against  other  self-inflicted  abuses,  such  as 
cocaine  or  marijuana,  which  might  bring  equally 
adverse  impacts  if  expanded  to  a scale  comparable 
to  that  of  smoking  now?  Only  time  and  our  degree 
of  vigilance  will  tell. 

Let  us  give  the  last  word  to  a recent  JAMA 
editorial:15  “As  we  move  forward  on  these  legisla- 
tive, regulatory,  professional,  and  personal  fronts, 
we  must  maintain  a climate  of  tolerance  for  recalci- 
trant addicts,  who  are  unable  to  break  their  abuse 
pattern  whatever  their  efforts.  They  deserve  our 
compassion.  We  believe  that  our  society  will  re- 
quire that  they  end  up  practicing  their  addiction 
either  alone  or  only  in  the  presence  of  consenting 
adults,  in  private,  while  their  numbers  decline.” 
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Lots  of  people  have  stopped  smoking  lately, 
including  lots  of  physicians.  In  these  oral  histories 
three  Virginia  physicians  talk  about  why  they  quit, 
how  they  did  it,  and  what  the  results  were. 


About  the  physicians  who  bear  wit- 
ness here: 

Dr.  Smith  is  a professor  at  the  Medi- 
cal College  of  Virginia,  where  he  may 
be  addressed  at  Box  1 18,  MCV  Station, 
Richmond  VA  23298. 

Dr.  Hook  is  professor  and  depart- 
ment chairman  at  the  University  of 
Virginia  and  immediate  past  president 
of  the  American  College  of  Physicians. 
His  address  is  Box  466,  University  of 
Virginia  Medical  Center,  Charlottes- 
ville VA  22908. 

Dr.  Owen  is  a professor  at  the  Medi- 
cal College  of  Virginia  and  is  an  Asso- 
ciate Editor  of  Virginia  Medical.  He 
may  be  addressed  at  Box  647,  MCV 
Station,  Richmond  VA  23298. 

Their  oral  histories  were  obtained  in 
interviews  granted  to  the  Executive 
Editor,  Ann  Gray,  who  then  edited  the 
tapes  for  publication. 


M.  J.  Vernon  Smith,  MD 
Urologist 
56  yo 
Richmond 


■ t used  to  be  difficult,  telling  my 
patients  to  quit  smoking  when  I 
was  smoking  myself,  right  there  in 
the  room  with  them.  Now  my  pa- 
tients are  vastly  impressed  that  I 
don’t  smoke.  They  say,  Where  are 
your  cigarettes,  Doctor?  The  an- 
swer is,  I don’t  smoke.  And  they 
say,  How  did  you  give  it  up?  and  I 
say,  I don’t  smoke  period.  Yes,  I 
did  smoke,  but  I don’t  smoke  any- 
more. I don’t  wear  short  pants  any- 
more, either,  | except  to  the  beach. 

It’s  literally  taking  your  mind 
and  saying,  l am  not  a smoker.  Not 
that  you  gave  it  up,  because  if  you 
give  it  up,  that’s  sort  of  indicating 
you  sacrificed  something.  You 
haven’t  sacrificed  anything,  you’ve 
gotten  rid  of  a disease.  Because 
smoking  is  a disease,  it’s  an  addic- 
tion. There  is  no  doubt  in  my  mind 
that  when  you’ve  got  yourself  on 
cigarettes  it’s  no  different  from  be- 
ing on  Demerol  or  heroin  or  Valium 
or  anything  else  a person  needs  to 
keep  going.  And  the  only  way  to 


beat  addiction  that  I know  of  is  the 
time-honored  way  of  saying  to 
yourself,  Don’t  do  it.  It’s  an  atti- 
tude of  mind  you  have  to  develop. 
How  you  develop  it  is  up  to  you  as 
an  individual. 

My  father  smoked,  heavily.  He 
died  of  cancer  of  the  lung  when  I 
was  17.  I wasn’t  smoking  then.  He 
smoked  cigarettes,  pipes,  cigars. 
My  mother  still  smokes,  maybe 
three  or  four  cigarettes  a day.  I 
have  never  been  aware  of  her 
smoking  much  more  than  that.  She 
is  79.  I got  my  step-father-in-law  to 
stop  smoking.  I told  him  he  stank. 
That  was  two  and  a half  years  ago. 
He’s  63. 

I had  the  misfortune  to  have  po- 
lio while  I was  in  the  army,  and  the 
army  was  very  kind  to  people  who 
were  in  hospitals,  they  gave  you 
200  cigarettes  a week,  free,  and 
they  stored  them  all  very  nicely  in 
your  locker.  When  you’re  lying  in 
an  artificial  respiratory  machine  for 
two  months,  you  accumulate  a lot 
of  cigarettes.  During  muy  conva- 
lescence I was  laid  on  my  back  for 
a further  three  months,  paralyzed, 
and  I started  to  smoke  then.  That 
was  in  the  British  army  in  North 
Africa.  I was  a British  subject. 

After  the  war  I was  a medical 
student  in  England  during  the  time 
they  were  first  describing  all  the 
stuff  about  lung  cancer  and  harden- 
ing of  the  arteries  and  cancer  of  the 
bladder  and  cancer  of  the  kidneys, 
and  for  reasons  that  are  entirely 
unclear  to  me  I chose  to  ignore 
what  we  were  being  taught  and 
what  no  doubt  is  true.  I was  smok- 
ing as  much  as  three  packs  a day. 
When  I quit,  I was  smoking  three 
and  a half  packs  a day. 

I had  always  been  saying  I was 
going  to  quit  smoking,  and  about 
three  weeks  before  I quit  I was  up 
at  the  National  Institutes  of  Health, 
where  they  forbid  smoking  on  their 
premises.  I spent  eight  hours  in  a 
conference  one  day,  ten  hours  in  a 
conference  the  next  day,  eight 
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hours  in  a conference  the  day  after 
that,  and  I had  these  tremendous 
headaches,  because  I was  still 
smoking  my  quota  of  three  packs  of 
cigarettes  every  evening,  which 
was  ridiculous.  Now,  there  are  sev- 
eral things  I will  not  put  up  with  in 
my  life  and  addiction  is  one  of 
them.  When  you  discover  that 
you’re  addicted  to  anything, 
whether  it  be  alcohol,  cigarettes, 
women,  it  doesn’t  matter  what, 
that’s  wrong,  that’s  weak,  and  I 
won’t  put  up  with  it.  That’s  one 
reason  I quit. 

Second  reason:  I am  by  trade  a 
lecturer,  and  I found  that  I was 
coughing  during  my  talks.  I’d  have 
to  interrupt  a speech  to  cough. 

Third  reason:  I had  discovered 
that  my  peripheral  vision  was  dis- 
appearing, and  since  I’m  a surgeon, 
that’s  sort  of  important.  The  people 
in  ophthalmology  suggested  to  me 
that  it  might  be  due  to  my  cigarette 
smoking.  There  is  a retinitis  sec- 
ondary to  cigarette  smoking  that 
apparently  occurs  in  people  in  the 
40-to-50-year  age  group  and  de- 
creases your  peripheral  vision. 

And  the  final  and  much  the  most 
important  reason  was  that  my  wife 
was  three  months  pregnant,  she 
also  smoked,  and  we  both  knew  it 
was  bad  for  the  child.  So  we  quit. 
That  was  in  1979. 

For  the  first  month  it  certainly 
was  not  fun.  I don’t  think  I could 
have  gotten  through  it  if  my  wife 
hadn’t  stopped  smoking  as  well. 
And  for  a year,  every  time  anybody 
lit  a cigarette,  it  was  a forcible 
reminder.  Then  I got  so  I liked  to 
be  offered  a cigarette  because  then 
I could  say,  I don’t  smoke,  and  that 
was  a reinforcement.  As  long  as 
you  can  decide  you  don’t  smoke, 
that’s  all  you  need  to  do. 

Now  my  peripheral  vision  has 
returned,  my  cough  is  better,  I feel 
better,  I can  walk  further,  I can  run 
further,  I can  go  a lot  further  in  the 
garden  than  I used  to  be  able  to  do. 
The  only  disadvantage  is  you  gain 


weight.  I gained  30  pounds,  then  I 
went  on  a diet  and  lost  26  pounds. 
Most  people  who  stop  smoking  will 
put  on  weight  because  they’re 
chewing  on  things  and  sublimating 
their  cravings  in  food.  So  then  you 
must  sit  down  and  get  rid  of  the 
second  mistake,  which  is  eating  too 
much.  I don’t  think  you  should  try 
to  stop  smoking  and  diet  at  the 
same  time. 

When  I was  smoking,  I thought 
no-smoking  areas  in  restaurants 
and  trains  and  planes  were  ridicu- 
lous. Now  I understand  what  the 
non-smokers  were  talking  about 
because  it’s  a disgusting  habit.  It 
stinks.  As  I remember,  it  takes  at 
least  three  months  before  you  ap- 
preciate how  bad  it  smells.  I can 
always  tell  a smoker,  now.  They 
smell.  It  doesn’t  matter  what  de- 
odorant they  use,  they  smell. 


Edward  D.  Hook,  Jr.,  MD 
Internist 
62  yo 
Charlottesville 


ou  know  the  expression 
“smoke-filled  room’’?  Medical 
events  used  to  be  smoke-filled 
rooms.  At  grand  rounds,  where 
you’d  have  several  hundred  doc- 
tors, the  room  sometimes  would  be 
so  obliterated  by  smoke  that  you 
could  hardly  see.  In  fact,  they’d 
announce,  Today  we’ll  have  one 
patient,  or,  Today  we’ll  have  two 
patients,  so  that  people  could  abide 
by  the  unwritten  rule  that  you 
didn’t  smoke  until  the  last  patient 
left  the  room.  Then  everybody 
would  light  up.  That  was  in  1969  at 
the  University  of  Virginia,  where 
today  no  one  would  dare  light  up  a 
cigarette. 

Very  shortly  thereafter,  it  must 
have  been  in  1970,  I decided  I had 
to  stop  smoking.  The  strongest 


force  was  that  the  harmful  effects 
of  smoking  were  established  by 
then  beyond  doubt.  I could  notice 
just  in  experimenting  that  if  I 
stopped  smoking  when  I had  a res- 
piratory infection,  the  tendency  of 
that  infection  to  last  a long  time  or 
to  go  down  in  the  chest  and  be 
associated  with  bronchitis  and  a lot 
of  sputum  production  could  be 
greatly  altered  by  not  smoking. 

Another  factor  was  peer  pres- 
sure. People  felt  that  it  didn’t  seem 
consistent,  didn’t  seem  rational, 
for  a physician  to  be  trying  to  pre- 
vent disease  and  injury  and  illness 
and  at  the  same  time  inflict  it  on 
himself. 

Also,  I came  here  as  chairman  of 
the  Department  of  Medicine.  We 
are  responsible  for  120-130  medical 
students  and  a hundred  residents 
who  are  becoming  physicians,  and 
I was  a role  model  for  those  young 
people.  So  there  was  the  pressure 
of  How  can  this  person  be  a good 
role  model,  How  can  he  be  a leader 
in  the  face  of  incontrovertible  evi- 
dence that  smoking  is  harmful  to 
your  health?  When  I moved  into 
this  job  I had  to  do  it. I did  it  by 
smoking  little  cigars  for  a year, 
little  awful  obnoxious  cigars.  They 
were  sort  of  a punishment,  and 
after  I’d  smoked  them  a year  I was 
granted  the  privilege  of  stopping. 
The  second  time  I quit,  I just  quit, 
and  that  was  much  better. 

I had  to  quit  again  because  I 
relapsed.  That  was  in  1979.  I went 
to  China  with  a group  of  doctors  for 
a month,  and  the  Chinese  were 
smoking  like  mad.  Everywhere  we 
went  there  were  these  little  con- 
tainers of  cigarettes  on  the  tables. 
The  food  was  very  good,  and  after 
every  meal  all  the  Chinese  doctors 
would  pick  up  a cigarette  and  light 
up  and  have  a little  glass  of  wine. 
One  night  I picked  up  one  of  the 
cigarettes  and  smoked  it.  It  was 
very  nice.  I was  right  in  with  the 
rest  of  the  Chinese  doctors  smok- 
ing. I smoked  just  one  cigarette. 
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The  next  night  I smoked  two — and 
I was  gone  after  that. 

So  when  I came  home,  there  I 
was  smoking  again,  and  I thought, 
My  God,  have  I got  myself  into  this 
situation  again?  What  am  I going  to 
do?  I was  smoking  in  the  bathroom 
and  all,  trying  to  conceal  it,  and 
finally  I said,  This  has  got  to  stop, 
and  I quit  and  haven’t  smoked  a 
cigarette  since. 

I enjoyed  smoking.  At  times 
your  mouth  would  be  dry,  or  you 
smoked  too  much  and  got  a head- 
ache, but  on  balance  I enjoyed 
smoking.  Sometimes  it  was  won- 
derful, maybe  some  sort  of  elation. 
I smoked  all  day  long,  up  to  two 
packs  a day.  My  father  smoked 
cigarettes  and  a pipe.  My  mother 
didn’t  smoke.  I began  smoking  just 
after  I finished  high  school,  at  the 
time  I went  into  the  army.  My  wife 
is  an  incredible  smoker.  She 
smokes  one  cigarette  a day,  just 
before  she  goes  to  bed.  That’s  the 
way  she’s  done  for  the  35  years 
we’ve  been  married.  Two  of  my 
children  smoke  and  two  don’t. 

I’ve  become  very  interested  in 
the  whole  area  of  prevention.  In 
my  role  with  the  American  College 
of  Physicians  I got  to  thinking, 
How  can  an  organization  like  this, 
with  63,000  doctors  in  it  and  a lot  of 
influence  in  legislative  arenas 
across  the  country,  how  can  it  play 
a role  in  the  prevention  of  disease 
and  injury?  So  we’re  studying  the 
preventive  medicine  practices  of 
physicians,  we  have  produced  an 
immunization  manual,  and  we’ve 
developed  positions  on  seat  belts 
and  smoking  and  other  things  like 
that. 

But  I’m  more  interested  in  an 
organized  program  to  help  us  es- 
tablish priorities.  For  instance,  I 
think  we  know  that  smoking  is 
harmful  to  the  person  who  smokes, 
but  what’s  more  problematical  is 
passive  smoking.  Before  we  do 
anything  about  that,  we  need  to 
have  the  facts  on  it,  that  is,  we 


Order  these  brochures 

for  your  patients. 

Most  smokers  feel  that  being  told  by  their  physicians  to  quit  smoking 
would  be  the  most  effective  way  to  persuade  them  to  give  up  cigarettes, 
according  to  the  1984  Report  on  the  Health  Consequences  of  Smoking 
by  the  Surgeon  General  of  the  U.  S.  Public  Healtn  Service. 

To  help  you  help  patients  who  should  stop  smoking,  here  are  six 
brochures  you  can  order  free  of  charge,  plus  a seventh  that  explains  the 
hazards  of  smokeless  tobacco.  Use  the  order  blank  to  select  the 
brochures  you  want.  You  will  also  receive  the  American  Heart 
Association’s  “Physician’s  Kit,”  which  includes  stop-smoking  posters 
and  a guide  for  physicians  on  how  to  help  smokers  quit. 

One  of  the  offered  brochures  is  an  up-to-date  version  of  the  guide 
to  smoking  cessation  programs  published  in  Virginia  Medical  in 
1981.  Its  title  is  “Want  to  quit?  Here’s  help  in  Virginia,”  and  it  is 
bound  into  this  issue  at  page  462. 

The  Editors  acknowledge  the  generosity  of  the  American  Cancer 
Society,  Virginia  Division;  the  American  Heart  Association  of  Virgin- 
ia; and  the  American  Lung  Association  of  Virginia,  in  providing  the 
brochures  for  this  offering. 


WANT  TO  QUIT? 
HERE’S  HELP 
IN  VIRGINIA 


o 


■ American  Heart 
Association 


Set  a good  example.  Don’t  smoke. 
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^ American  Heart  Association 


© 


Is  There 
A Sale 
Tobacco? 

Is  there  a way  to  use  tobacco 
without  risking  your  health 
and  your  life? 

Should  you  switch  from 
cigarettes  to  another  form 
of  tobacco  use? 

•Snuff?  • Cigars?  - Pipes? 

• Chewing  Tobacco? 

• Clove  Cigarettes? 

• Low-Yield  Cigarettes? 

Take  a look  at  «■■■► 

Tile  Fads  T 


Gain  Your  Freedom 
Control  Your  Weight 


© 


© 

EVERYTHING  YOU.  JrL  WANTED 
TO  ABOUT 

CHEWING  .^^^AND  DIPPING 

4 

^ But  were  afraid  to  ask* 


© 


Each  of  these  brochures  is  available  free  of  charge  in  quantities 
of  up  to  100.  You  may  order  as  many  different  brochures  as  you  like. 

1.  Want  to  quit?  Here’s  help  in  Virginia.  ( Virginia  Medical) 

How  many? 

2.  Children  and  Smoking?  ( American  Heart  Association) 

How  many? 

3.  Why  start  a life  under  a cloud?  ( American  Cancer  Society) 

How  many? 

4.  Is  there  a safe  tobacco?  ( American  Lung  Association) 

How  many? 

5.  Stop  Smoking  and  Stay  Trim  ( American  Lung  Association) 

How  many? 

6.  Calling  It  Quits  ( American  Heart  Association) 

How  many? 

7.  Everything  about  chewing  and  dipping  (American  Cancer  Society) 

How  many? 

Name  

Address 


Mail  to  Tobacco  Brochures,  Virginia  Medical, 
4205  Dover  Road.  Richmond  VA  23221. 


need  to  know  clearly  that  me  inhal- 
ing your  smoke  is  harmful  to  my 
health. 

And  then,  the  public  today  is 
bombarded  with  so  many  different 
preventive  messages.  You  turn  the 
television  set  on  and  you  hear 
Don’t  smoke  and  Fasten  your  seat 
belt  and  Check  your  stool  for  blood 
and  Don’t  breathe  asbestos  and 
Take  your  hypertension  pills  and 
so  on.  I think  a lot  of  people  are 
confused  by  all  these  messages.  I 
think  we  need  to  establish  priorities 
for  different  groups;  what’s  impor- 
tant for  you  may  not  be  for  me. 

Then  we  need  to  look  at  the 
various  types  of  intervention.  For 
instance,  I think  most  everybody 
has  heard  that  smoking  is  hazard- 
ous to  your  health,  but  where  do 
we  go  from  there?  Is  it  repetition 
that  helps?  If  I hear  it  a hundred 
times  a day  is  that  going  to  make 
me  more  likely  to  stop  smoking 
than  if  I hear  it  occasionally?  Or 
would  it  be  better  for  us  to  try  to 
ban  advertising,  as  the  AMA  is 
trying  to  do?  Or  should  we  put  our 
money  into  attempting  to  influence 
legislation?  Should  we  get  people 
to  quit  growing  tobacco,  or  should 
we  tax  it  more?  How  do  we  abol- 
ish smoking  on  a voluntary  basis?  I 
don’t  think  the  smokers  can  expect 
the  rest  of  the  population  to  pay 
their  health  bill. 

Then  there’s  the  fact  that  we  as  a 
country  want  to  be  portrayed  as 
very  humanitarian,  we  talk  a lot 
about  the  foreign  aid  we  provide, 
and  yet  we  are  gigantic  exporters  of 
tobacco  products  to  developing 
countries  all  over  the  world  and 
they  are  beginning  to  see  problems 
because  of  tobacco  usage. 

I wish  I had  the  answers,  but  I 
certainly  don’t.  I know  one  thing 
that’s  very  important,  and  that’s 
doing  what  doctors  are  so  poorly 
reimbursed  for — taking  the  time  to 
talk  with  patients,  to  develop  the 
trusting  relationship  between  pa- 
tient and  doctor  that  is  so  very 


influential,  a feeling  of  mutual 
trust,  because  then  you’ve  gone  a 
long  way  towards  patient  compli- 
ance with  the  doctor’s  request  to 
stop  smoking. 


M 


Duncan  S.  Owen,  Jr.,  MD 
Rheumatologist 
50  yo 
Richmond 


y father  was  a physi- 
cian in  North  Carolina,  and  I can 
remember  going  to  his  office  at  a 
very  young  age  and  looking 
through  his  medical  journals  and 
seeing  those  nice  ads  showing  the 
physician  behind  his  desk  smoking 
a cigarette  and  saying  something 
like  “Physicians  smoke  Camels 
three  to  one.” 

Both  my  father  and  my  mother 
smoked.  I started  smoking  as  an 
undergraduate  at  the  University  of 
North  Carolina.  Even  in  the  class- 
rooms there  were  plenty  of  ash- 
trays, and  in  med  school  the  same 
thing.  I guess  I worked  up  to  about 
a pack  a day,  maybe  sometimes 
more  if  it  was  a long  day.  When  I 
moved  to  Richmond  as  an  intern, 
there  was  plenty  of  smoking  going 
on;  this  was  true  with  cardiolgists, 
with  oncologists,  with  vascular  sur- 
geons. Most  of  us  felt  it  was  rude  to 
smoke  around  patients  in  the  hospi- 
tal, but  some  still  smoked  in  front 
of  patients  because  the  patients 
were  smoking,  too.  There  were 
ashtrays  everywhere.  And  of 
course  the  volunteers  would  bring 
the  little  carts  around  with  candy 
and  magazines  and  all,  and  promi- 
nently on  top  were  the  cigarettes. 
Smoking  was  just  so  prevalent, 
so  accepted. 

I would  stop  smoking  off  and  on 
for  several  months  at  a time  and 
then  would  go  right  back  to  it.  I 
first  stopped  when  my  father  devel- 
oped intermittent  claudication,  in- 
dicating a blockage  of  a blood  ves- 


sel in  his  leg.  He  was  in  his  early 
60s.  I brought  him  to  Richmond, 
and  David  Hume,  who  was  plan- 
ning a graft  on  him  to  bypass  the 
blockage  in  his  leg,  told  him  to  quit 
smoking.  He  did,  right  there  on  the 
spot,  his  claudication  went  away, 
and  he  didn’t  smoke  any  more  for 
the  rest  of  his  life,  about  12  to  14 
years.  He  had  several  myocardial 
infarctions  and  died  of  intractable 
congestive  heart  failure. 

Then  six  years  ago  my  mother 
was  diagnosed  as  having  cancer  of 
the  lung.  That’s  when  I quit.  She 
continued  to  smoke  and  lived  about 
two  years.  I definitely  think  smok- 
ing caused  her  death.  I think  my 
mother  was  truly  addicted  to  nico- 
tine, but  I don’t  think  I was,  at  least 
not  when  I quit,  because  for  some 
time  I’d  been  smoking  a low-tar, 
low-nicotine  cigarette. 

Now  it’s  gotten  to  the  point  a 
physician  is  almost  embarrassed  to 
smoke.  Some  of  them  can’t  quit; 
they  have  as  much  trouble  as  the 
patients  do.  I think  the  primary 
care  physician  is  obligated  to  try  to 
keep  the  patient  from  smoking,  but 
I don’t  think  my  personal  success 
rate  in  persuading  patients  to  quit  is 
very  good.  I can  tell  a heavy  smok- 
er just  on  physical  examination. 
When  I examine  an  older  individual 
for  pulses  in  the  legs  and  ankles, 
and  if  the  pulses  are  nice  and 
bounding,  that  person  isn’t  a smok- 
er, but  if  the  pulses  are  almost 
gone,  I can  almost  guarantee  a 
heavy  smoker. 

I could  start  smoking  again  right 
now.  At  a cocktail  party  or  after  a 
dinner  party,  I miss  it  greatly.  Ciga- 
rettes were  very  relaxing  to  me.  I 
think  sometimes  I was  more  pro- 
ductive when  I was  smoking,  and 
there  are  some  studies  showing 
that  could  be  true.  When  I quit  I 
gained  15  pounds  and  began  buying 
lots  of  chewing  gum.  After  six 
years  I still  have  the  15  pounds  and 
I’m  still  buying  lots  of  chewing 
gum. 
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The  Power  of  a Physician 


We’ve  come  a long  way  since  Virginia 
Medical’s  stop-smoking  issue  of  May  1981 
made  waves  in  the  national  media.1'4  At  that 
time  all  the  medical  journals  had  been  publish- 
ing the  hard  data  linking  smoking  and  disease, 

but  none  had  taken  a 

medIcal 


The  Arad  Winning  Pi 


TO  STOP  SMOKING 


strong  anti-smoking 
stance.  When  the 
medical  journal  of 
Virginia,  a tobacco 
state,  stepped  for- 
ward and  did  so,  that 
was  news. 

Today  almost  any 
medical  journal  you 
can  name  has  gone  on 
record  as  an  advocate 
of  smoking  preven- 
tion and  cessation,  and  Virginia  Medical’s 
red  and  yellow  cover  of  five  years  ago  wouldn’t 
cause  a ripple.  The  news  now  is  of  medical 
societies  banning  smoking  from  their  meetings 
and  undertaking  public  educational  campaigns 
aimed  at  eradicating  what  has  been  termed  “the 
brown  plague”  (Dr.  Thompson,  page  478).  The 
Medical  Society  of  Virginia  has  formally  en- 
dorsed the  U.S.  Surgeon  General’s  call  for  a 
smoke-free  society  by  the  year  2000;  the  Soci- 
ety’s Council  now  prohibits  smoking  at  its 
meetings  and  has  asked  the  MSV  House  of 
Delegates  to  do  likewise. 

Today  Virginia  hospitals  are  offering  smoking 
cessation  programs  and  tightening  smoking  re- 
strictions. At  their  1986  Congress  in  Richmond, 
Virginia’s  public  health  workers  asked  state 
officials  to  wean  Virginia  from  its  economic 
dependence  on  tobacco  and  find  suitable  alter- 
natives to  all  phases  of  tobacco  production. 

With  the  hazards  of  smoking  irrefutably  doc- 
umented, medical  researchers  are  now  into 
such  other  areas  of  tobacco  risk  as  passive 
smoking,  particularly  as  it  affects  children,  and 
smokeless  tobacco. 

But  the  most  telling  change  in  the  medical 
community’s  attitude  toward  smoking  in  the 


past  five  years  has  been  made  by  the  physicians 
themselves.  They  have  quit  smoking  in  droves. 
Where  once  medical  events  were  smoke-filled 
rooms,  “today  no  one  would  dare  light  up  a 
cigarette”  (Dr.  Hook,  page  473).  Those  few 
doctors  who  still  smoke  “have  to  accept  a 
variety  of  disincentives”  (Dr.  McGuire,  page 
469). 

Gone  are  the  days  when  physicians  could  feel 
free  to  smoke  in  front  of  their  patients  (Dr. 
Owen,  page  476).  The  message  is  out  that 
although  media  campaigns  and  anti-smoking 
clinics  are  all  well  and  good,  nothing  matches 
the  power  of  a physician  to  persuade  smokers 
to  quit  and  youngsters  not  to  start  (Dr.  Cooper, 
page  458),  but  the  physician  who  is  smoking 
may  well  feel  dis- 
tinctly uneasy  in  ask- 
ing a patient  to  quit 
(Dr.  Smith,  page  472). 

To  help  Virginia 
physicians  help  their 
patients  quit,  Vir- 
ginia Medical  of- 
fered in  its  May  1981 
issue  reprints  of  the 
published  guide  to 
smoking  cessation 
programs  in  Virginia. 

(Readers  responded  to  the  tune  of  15,000 
copies.)  In  this  issue,  seven  patient  brochures 
designed  to  discourage  tobacco  usage  are  of- 
fered to  you  free  for  the  ordering  on  page  474; 
one  of  them  is  a condensed  and  updated  version 
of  the  original  guide.  — A.G. 


1.  Gray  A.  Virginia  Medical's  guide  to  stop  smoking. 
Va  Med  1981;108:313-317 

2.  Witte  JJ.  Cigarette  smoking  in  youth:  prevention 
is  the  key.  Va  Med  1981:108:319-321 

3.  Stop-smoking  guide  sent  to  physicians  in  Virginia. 
Am  Med  News,  May  22,  1981,  p 3 

4.  Virginia  daring:  physicians  knock  state  staple. 
Med  World  News,  June  22,  1981,  p 25 
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Tobacco:  Virginia’s  Dilemma 


For  thy  sake,  Tobacco,  I 
Would  do  anything  but  die. 

— Charles  Lamb1 

Right  up  front  let’s  lay  it  out  as  it  is.  Massive 
clinical  and  laboratory  evidence  has  accumu- 
lated over  the  years,  particularly  in  the  past  several 
decades,  which  clearly  indicts  tobacco  as  a major 
threat  to  the  health  of  those  who  use  it.  Even 
“passive”  smoking  appear^  to  be  noxious  to  inno- 
cent bystanders. 

Recently  Dr.  William  H.  Foege,  former  director 
of  the  Centers  for  Disease  Control  and  president  of 
the  American  Public  Health  Association,  referred 
to  tobacco  as  “the  brown  plague”  and  compared  it 
to  the  black  plague  of  Europe  that  centuries  ago 
killed  one-quarter  of  the  continent’s  total  popula- 
tion: “The  current  brown  plague,  tobacco,  is  simi- 
lar in  the  toll  it  exacts,  but  with  several  important 
differences.  One,  the  toll  is  not  limited  to  a few 
years;  two,  we  understand  the  causation;  three, 
we’re  not  helpless.  This  is  something  within  our 
control.”2 

With  this  vast  body  of  hard  data,  that  inherent  in 
the  use  of  tobacco  is  the  inexorable  potential  for 
serious  harm,  it  seems  incredible  that  there  is  no 
consensus  recognizing  tobacco  to  be  pure  bane, 
never  boon,  and  demanding  that  this  brown  plague 
be  eradicated  as  have  other  fearful  threats  to  health. 
Indeed,  the  use  of  tobacco  could  be  totally  done 
away  with  except  for  three  hard  facts:  the  perversi- 
ty of  human  nature;  the  force  of  multifaceted  eco- 


nomic pressures;  and  the  characteristics  of  our 
democratic  form  of  government. 

First,  when  considering  human  nature,  one 
doesn’t  have  to  be  a Calvinist  to  recognize  that  all 
humans  can  be  perverse,  but  to  use  tobacco,  know- 
ing all  of  its  dangers,  seems  particularly  perverse. 
We  wonder  how  this  can  be,  yet  the  explanation  is 
reasonably  simple.  Throughout  his  existence  man 
has  sought  self- transcendence,  has  endeavored  to 
rise  above,  to  escape  from,  his  sweating,  earth- 
bound  self.  All  too  often  he  has  turned  to  drugs  in 
attempting  to  achieve  this.  Myriad  examples  come 
to  mind:  opium  from  the  poppy,  peyote  from  the 
cactus,  psilocin  from  the  mushroom,  cocaine  from 
the  coca  bush,  hashish  from  the  hemp  plant,  alcohol 
from  grape  and  grain — the  list  goes  on  and  on. 

Distinct  from  most  psychotomimetic  substances, 
tobacco  does  not  destroy  the  personality;  it  may 
give  comfort  and  pleasure  when  needed  without 
affecting  overall  function;  physical  damage  may 
remain  dormant  for  many  years;  and  it  is  not  related 
to  irresponsible,  uncontrollable  behavior  that  may 
disrupt  family  and  endanger  society. 

Human  nature  being  what  it  is,  there  will  likely 
always  be  certain  individuals  among  us  who  will 
want  a smoke,  a dip,  or  a chew.  The  optimist  will  be 
sure  that  all  is  well  and  will  remain  so.  “Just  give  a 
light,  will  you.”  The  fatalist  will  feel  that  his  time  is 
up  when  it’s  up  and  he  might  as  well  smoke  and 
enjoy  life.  The  rugged  individualist  will  consider  the 
use  of  tobacco  to  be  his  choice  and  resent  any 
interference  from  any  source. 
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Tobacco’s  use,  after  all,  is  volitional,  a personal 
choice.  The  goal  of  prevention  must  be  to  encour- 
age each  individual  to  make  a voluntary  decision 
never  to  use  tobacco.  This  high  objective  can  be 
sought  by  maintaining  steady  community  pressure 
against  the  use  of  tobacco  in  any  form;  by  education 
and  promotional  endeavors  that  will  make  the  indi- 
vidual and  society  at  large  truly  aware  of  the 
seriousness  of  the  tobacco  health  hazard;  and  by 
enticements  available  only  to  non-smokers,  includ- 
ing economic  incentives  in  the  form  of  reduced 
premiums  for  health  and  life  insurance. 

Second,  in  the  economic  world  today  tobacco  is 
powerful  indeed.  It  is  incredibly  ironic  that  the 
health  of  millions  is  up  against  an  industry  that  is  an 
integral  part  of  the  same  economy  upon  which  so 
much  of  our  general  welfare  depends,  an  industry 
that  in  Virginia  has  been  and  continues  to  be  a large- 
scale  employer  and  taxpayer.  Economic  consider- 
ations should  have  no  place  where  health  and  lives 
are  in  jeopardy,  yet  jobs,  income,  money  are  also 
important  health  factors.  They  make  possible  the 
necessities  of  living  and  satisfy  the  psychological 
factors  involved  with  having  a job,  working,  being 
independent. 

The  dark  side  of  the  tobacco  industry  is  seen  in 
the  increased  health  care  costs,  decreased  produc- 
tivity, disability,  sickness,  and  death.  The  thou- 
sands of  deaths  each  year,  together  with  untold 
suffering,  would  seem  sufficient  cause  to  dismantle 
the  entire  industry.  However,  any  thinking  person 
would  agree  that  this  cannot  be  done.  The  disloca- 
tion of  individuals,  families,  peripheral  businesses, 
and  other  related  facets  would  be  unbearable. 

It  also  seems  unreasonable  to  attempt  to  bring 
down  the  industry  by  damage  suits  in  the  courts  of 
law.  Every  person  who  has  smoked  knows  it  is  a 
dangerous  thing  to  do  and  may  have  dire  conse- 
quences. Generations  of  schoolboys  have  referred 
to  cigarettes  as  “coffin  nails.”  Additionally,  this 
would  be  one  big  step  further  towards  relieving 
individuals  of  the  responsibility  for  their  actions,  an 
unwise  direction  indeed. 

Understandably,  the  tobacco  industry  does  not 
want  to  preside  over  its  demise  and  dissolution.  The 
natural  direction  of  any  business,  indeed  its  obliga- 
tion to  its  investors  and  employees,  is  to  advertise, 
to  push  its  product,  to  establish  new  customers. 
This  tobacco  companies  have  done  all  too  well. 
Now,  however,  public  and  governmental  pressures 
are  building  that  sooner  or  later  will  alter  the  old 
way  of  doing  business.  The  warning  is  writ  large  for 
all  to  see. 


Third,  our  democratic  system  of  government  is 
not  suited  to  sweeping  destruction  or  imposi- 
tion of  rigid  controls  on  a deeply  entrenched,  long- 
standing, and  legal  industry.  Democracies  by  their 
very  nature  move  slowly,  and  actions  are  best  taken 
with  the  support  and  consent  of  their  people.  Expe- 
rience with  the  Volstead  Act  of  1919  is  witness  to 
this.  The  resolution  of  the  tobacco  crisis  will  not  be 
found  in  punitive  governmental  action,  but  fair 
public  policy  can  be  developed  and  action  taken  in 
furtherance  of  it. 

Virginia’s  recently  passed  law  making  it  illegal  to 
sell  tobacco  products  to  those  under  the  age  of  16  is 
to  be  applauded.  Increased  taxes  on  tobacco  prod- 
ucts would  be  a disincentive  to  their  use.  Further 
restrictions  on  advertising  could  be  imposed,  with 
particular  concern  for  advertising  directed  at  young 
people.  Retraining  programs  and  assistance  in  find- 
ing new  jobs  could  be  developed  for  displaced 
workers. 

So  what’s  the  verdict — bane  or  boon.  It  seems  to 
me  that  even  those  most  dependent  on  tobacco 
use,  whether  from  addiction  or  pure  pleasure  de- 
rived or  financial  interests,  must  consider  tobacco 
to  be  a bane,  i.e.,  a cause  of  death,  destruction,  or 
ruin — pretty  hard  words,  but  that’s  the  way  my 
dictionary  defines  it.  It  seems  to  me  also  that 
tobacco  can  hardly  be  considered  a boon,  a bless- 
ing, even  by  those  most  in  need  of  it.  Rather, 
tobacco  is  something  that  has  been  with  us  a long 
time  and  in  one  way  or  another  has  afforded  advan- 
tages and  disadvantages  for  many  of  us. 

What’s  to  be  done  about  tobacco.  The  time  is 
now  come  for  us  to  grasp  the  nettle,  to  cry  Hold, 
enough,  and  to  rid  ourselves  of  this  noxious  weed. 
The  year  2000  may  be  a goal  too  optimistic,  but  we 
can  strive  for  it.  Our  striving,  however,  must  be 
tempered  by  an  understanding  of  the  total  complex 
problem  that  is  tobacco;  by  compassion  and  help 
for  the  addicted;  by  concern  that  certain  of  us  may 
turn  to  other,  more  dangerous  substitutes;  and  by 
the  recognition  that  those  in  the  tobacco  industry  in 
Virginia  have  been  and  are  good  neighbors  and 
good  citizens. 

W.  T.  Thompson,  Jr.,  MD 

1.  Lamb  C.  Farewell  to  tobacco.  (1811) 

2.  Busch  L.  New  APHA  president  sets  sights  on  “brown 
plague.”  Am  Med  News,  December  6,  1985,  p 12 

Dr.  Thompson  is  a former  Editor  of  Virginia  Medical. 
Address  correspondence  to  him  at  4602  Sulgrave  Road, 
Richmond  VA  23221. 
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Richard  E.  Palmer,  MD 

One  of  American  medicine’s  most  honored  lead- 
ers, Dr.  Richard  Emery  Palmer  of  Alexandria,  died 
unexpectedly  in  his  sleep  on  June  23  at  his  home. 
He  was  67  years  old.  A Past  President  of  the 
American  Medical  Association,  Dr.  Palmer  had 
returned  but  a few  days  earlier  from  the  AMA’s 
meeting  in  Chicago,  where  he  had  contributed  vig- 


Dr.  Palmer  delivering  his  farewell  address  as  Presi- 
dent in  1977  at  the  AMA’s  meeting  in  San  Francisco. 

orously  to  the  caucuses  of  The  Medical  Society  of 
Virginia’s  delegation  and  to  the  campaign  offellow- 
Virginian  William  S.  Hotchkiss  for  AMA  President 
Elect. 

Born  in  the  nation’s  capital,  Dr.  Palmer  attended 
the  public  schools  of  Washington,  then  earned  his 
BA  and  MD  degrees  and  trained  in  pathology  at 
George  Washington  University.  After  serving  for 
two  years  as  a captain  in  the  Army  Medical  Corps, 
he  joined  the  staff  of  Alexandria  Hospital;  there 
within  a few  years  he  demonstrated  his  seemingly 

Photo  by  Joe  Fletcher  for  the  AMA 


effortless  ability  to  rise  to  the  top  by  becoming 
president  of  the  medical  staff. 

Thereafter  he  was  elected  president  of  more 
medical  organizations  than  most  physicians  belong 
to  in  a lifetime,  among  them,  in  addition  to  the 
AMA,  the  Alexandria  Medical  Society,  The  Medi- 
cal Society  of  Virginia,  the  International  Academy 
of  Pathology,  the  American  Society  of  Clinical 
Pathologists,  the  George  Washington  University 
Medical  Alumni  Association,  and  the  Private  Prac- 
titioners Pathology  Foundation.  In  1976  he  was 
president  of  the  2nd  World  Congress  of  Academic 
and  Environmental  Pathology,  and  for  two  years  in 
the  early  Seventies  he  was  chairman  of  the  Board  of 
Commissioners  of  the  Joint  Commission  on  Accred- 
itation of  Hospitals.  To  all  these  elective  offices  was 
added  a constellation  of  appointments  and  awards. 
He  wore  them  all  easily  and  unpretentiously. 

A Republican  Party  activist,  Dr.  Palmer  was  a 
delegate  to  the  Republican  National  Convention  in 
1972,  where  he  served  on  the  Platform  Committee. 

A son,  Dr.  Richard  N.  Palmer,  followed  his  father 
in  medicine  and  is  a pathologist  at  the  Arlington 
Hospital. 

Blanche  Tabor,  MD 

Dr.  Blanche  Tabor,  Arlington,  died  of  cancer 
April  19,  1985,  at  the  Stella  Maris  Hospice  in 
Towson,  Maryland,  at  the  age  of  88.  She  had  retired 
in  1983  after  more  than  50  years  of  practice  in  the 
metropolitan  Washington  area. 

Blanche  Tabor  was  born  in  a log  cabin  in  the 
mountains  near  Bryson  City,  North  Carolina.  Her 
father,  she  once  told  a reporter  for  the  Washington 
Post,  was  the  first  Swain  County  native  to  go  to 
college.  After  attending  rural  public  schools  in 
which  her  father  taught,  Dr.  Tabor  worked  nights, 
weekends  and  summers  at  the  North  Carolina  State 
School  for  the  Deaf  at  Raleigh  to  pay  her  way 
through  nearby  Meredith  College,  from  which  she 
graduated  in  1917.  Afterward,  she  taught  for  seven 
years  at  the  North  Carolinia  State  School  for  the 
Blind  and  saved  enough  to  put  herself  through 
George  Washington  University  Medical  School, 
graduating  in  1928.  She  interned  at  Western  Penn- 
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sylvania  University  Hospital,  Pittsburgh. 

In  1936,  on  her  39th  birthday,  she  married  Henry 
C.  Burchard,  49,  but  continued  to  use  her  maiden 
name  professionally.  They  reared  five  children.  Her 
husband  died  in  1959. 

At  75,  after  having  delivered  more  than  2,000 
babies,  Dr.  Tabor  abandoned  obstetrics,  but  she 
continued  to  make  house  calls  almost  to  the  day  she 
retired,  charging  less  than  $10  for  an  office  visit,  and 
never  sent  a bill.  “They  pay  or  they  don’t,”  she  told 
the  reporter.  Her  major  concession  to  advancing 
age  was  to  take  a couple  of  months  off  every  year, 
during  which  she  traveled  to  every  continent  but 
Antarctica. 

A surviving  brother,  Dr.  George  L.  Tabor,  Jr.,  is 
a physician  in  San  Diego. 


Blake  Meador,  MD 

Dr.  Blake  Walden  Meador,  Richmond,  died  on 
July  1 in  a Richmond  hospital  after  a lengthy  illness. 
He  was  82.  Dr.  Meador  received  his  undergraduate 
degree  at  the  University  of  Richmond  and  his 
medical  degree  at  the  Medical  College  of  Virginia, 
then  trained  at  the  MCV  Hospitals  in  internal 
medicine.  He  was  a long-time  member  of  the  Rich- 
mond Academy  of  Medicine.  The  Medical  Society 
of  Virginia,  the  American  Medical  Association,  and 
the  American  College  of  Chest  Physicians. 


R.  L.  Norment,  MD 

Dr.  Robert  Lansing  Norment,  a former  president 
of  the  Arlington  County  Medical  Society,  died  June 
2 at  Shenandoah  Memorial  Hospital.  Woodstock,  at 
the  age  of  70.  He  was  stricken  with  an  aneurysm  of 
the  aorta  while  returning  to  Arlington  from  a vaca- 
tion. 

Born  in  Rowland,  North  Carolina,  Dr.  Norment 
was  graduated  from  the  University  of  North  Caroli- 
na and  the  medical  school  at  Tulane  University, 
then  trained  in  Washington  DC  and  North  Carolina. 
He  established  his  private  practice  of  ophthalmolo- 
gy in  Arlington  in  1947.  In  addition  to  the  Arlington 


County  Medical  Society,  The  Medical  Society  of 
Virginia  and  the  American  Medical  Association,  his 
memberships  included  the  American  Academy  of 
Ophthalmology  and  Otolaryngology  and  the  Ameri- 
can Association  of  Ophthalmology. 

Memoir  of  W.  W.  Johnson 
1906-1986 

Dr.  Walter  W.  Johnson,  Jr.,  of  Covington  died 
May  11  in  Wake  Medical  Center,  Raleigh,  North 
Carolina,  following  an  extended  illness.  He  was 
born  in  Covington  December  1,  1906,  the  son  of  the 
late  Maggie  Pogue  Johnson  and  Dr.  Walter  Winston 
Johnson,  Sr.,  and  practiced  general  medicine  in 
Covington  for  50  years. 

Dr.  Johnson  attended  elementary  school  in  Cov- 
ington and  finished  high  school  at  Virginia  Normal 
and  Industrial  Institute  at  Petersburg.  In  1929  he 
graduated  from  Virginia  State  College  with  a BS 
degree  in  chemistry  and  in  1934  graduated  from 
Howard  University  Medical  College,  Washington, 
where  he  received  the  Libermann  Award  for  excel- 
lence in  diagnostic  ability.  He  interned  at  Freed- 
man’s Hospital,  Washington,  and  returned  home  to 
establish  his  practice  in  1935. 

Active  in  both  professional  and  civic  organiza- 
tions, he  was  a past  president  of  the  Old  Dominion 
Medical  Society,  a member  of  the  Alleghany  Me- 
morial Hospital  Medical  Staff,  the  Alleghany-Bath 
County  Medical  Society,  The  Medical  Society  of 
Virginia  and  the  American  Medical  Association.  He 
also  served  the  Covington  City  school  Board  and 
the  Salvation  Army  in  leadership  roles. 

He  was  a member  of  the  Masons  and  Elks  and  a 
charter  member  (1926)  at  Virginia  State  College  of 
the  Alpha  Phi  Alpha  fraternity,  which  recognized 
him  for  50  years  of  service  to  all  mankind.  He  was 
also  honored  by  the  American  Medical  Association 
and  Howard  University  Medical  College  for  50 
years  of  medical  practice.  He  was  a member  of  the 
finance  committee  for  Dabney-Lancaster  Commu- 
nity College  and  on  the  board  of  trustees  at  the  First 
Baptist  Church  of  Covington. 
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You  know— perhaps  firsthand— how  treating  a borderline 
patient  can  resemble  a vicious  circle.The  harder  you  try  to  help,  the 
more  adamant,  or  even  abusive,  your  patient  becomes,  until  both 
of  you  are  left  frustrated  and  exhausted. 

But  how  do  you  break  the  vicious  circle?  Changing  therapists 
will  only  begin  the  cycle  all  over  again.  And  a brief  hospital  stay 
usually  produces  only  temporary  improvement. 

At  Sheppard  Pratt,  our  experience  has  shown  that  specialized 
inpatient  treatment,  coupled  with  the  opportunity  for  longer  hospital 
stay,  may  be  the  only  effective  way  to  attack  the  vicious  circle  at  its 
very  beginning:  to  root  out  and  resolve  the  deep-seated  problems 
underlying  the  patient’s  longstanding  difficulties. 

The  Personality  Disorder  Program  at  Sheppard  Pratt  is 
designed  to  provide  such  long-term  care.  Our  objective  is  to  bring 
about  lasting  improvement  in  patients  with  personality  disorders. 

The  process  is  not  easy.  Serious  personality  disorders  do  not 
lend  themselves  to  a “quick  fix.”  But  we  are  encouraged  by  the 
number  of  our  patients  who  have,  in  time,  broken 
out  of  the  vicious  circle. 

If  you  would  like  to  know  more  about  the 
Sheppard  Pratt  approach  to  the  borderline  patient 
and  other  patients  with  severe  personality  dis- 
orders, contact  Dr.  Barry  Rudnick,  Admissions 
Officer,  (301)823-8200.  Sheppard  and  Enoch  Pratt 
Hospital,  PO.  Box  6815,  Baltimore,  MD  21204. 


SHEPPARD 


SHEPPARD  & ENOCH  PRATT 
A COMPREHENSIVE  CENTER 
FOR  TREATMENT 
EDUCATION  AND  RESEARCH 
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INSURANCE  PROGRAMS^Ss^^ 


Practice  Overhead  Expense^vCV 
Insurance  Pays  Up  To 
$5,040  A Month  To  Keep  V7 
\bur  Office  Open 

As  a medical  professional,  you  stand  to  lose  much  more  than 
the  average  person  if  a disability  should  prevent  you  from 
working.  Becausein  addition  to  your  medical  billsand  household 
expenses,  you’re  also  responsible  for  the  fixed  operating  costs  of 
your  practice. 

You  need  the  additional  protection  of  Practice  Overhead 
Expense  Insurance,  sponsored  by  The  Medical  Society  of 
Virginia.  If  you’re  disabled  by  a covered  illness  or  injury,  you 
could  receive  a monthly  benefit  (up  to  $5,040  and  for  up  to  24 
months)  to  help  offset  office  expenses. 

This  plan  is  available  to  you  at  affordable  group  rates  . . . and 
the  premiums  are  tax  deductible  as  a business  expense!* 

For  more  information  regarding  this  essential  protection,  call 
or  write  today.  *irs  Ru|jng  (55-264,  i.r.b.  1955-9,  p-8) 

DAVID  A.  DYER  & ASSOCIATES 


SUITE  1350  • 1710  GOODRIDGE  DRIVE  • McLEAN,  VIRGINIA  22102 

a subsidiary  of 


ANY- 
WHERE IN 
VIRGINIA 

CALL  TOLL-FREE 

1-800-572-2211 


John  P.  Pearl  & Associates,  Ltd. 

PEORIA,  ILLINOIS 


IN 

NORTHERN 
VIRGINIA 

CALL 

556-0010 


DAVID  A.  DYER  & ASSOCIATES... 

Administrators  of  The  Medical  Society  of  Virginia’s  sponsored  group  insurance  programs  since  1958. 


TfrE  Medical  Society  Of  Virginia 


Dear  Colleague: 


One  of  the  most  critical  issues  facing  our  organization 
is  the  need  to  recruit  and  retain  new  members.  This  is  an 
economic  and  a political  necessity. 

We  urge  you  to  exert  every  possible  effort  in  this  most 
important  undertaking.  Your  state  and  county  society  will 
be  delighted  to  help  you  with  literature  and  advice.  In  the 
final  analysis,  however,  nothing  can  replace  your  personal, 
enthusiastic  commitment  to  this  endeavor. 

Thank  you  for  your  help  and  cooperation  in  this  matter. 


4205  DOVER  ROAD  RICHMOND,  VIRGINIA  23221  (8043353-2721 


AN  OPEN  LETTER  TO  THE  MEMBERSHIP 


Charles  M.  Caravati,  Jr., 
Pres ident 
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Prefers  plain  words 
to  6 ‘art  and  science” 

The  tired  horse  of  the  “art  and  science  of  medi- 
cine” is  being  flogged  once  more.1  The  “art”  of 
medicine,  if  it  exists,  is  experience,  not  “human, 
caring  concern”;  John  Todd  makes  this  quite  clear 
in  his  provocative  paper  when  he  writes,  “Every 
doctor  should  be  kind  to  his  patients,  but  kindness 
should  be  called  kindness,  not  art.”2 
Dr.  Nash  draws  his  inferences  from  a few  “physi- 
cians. . . from  other  nations”  in  Saudi  Arabia, 
hardly  representative  of  the  many  thousands  of 
doctors  in  Sweden  and  the  United  Kingdom,  the 
countries  he  mentions.  Apart  from  this  bias,  are 
doctors  who  practice  in  the  Arab  oil  countries  the 
greedy  misfits  of  medicine — the  opposite  end  of  the 
spectrum  from  the  medical  missionaries,  the  most 
“caring”  physicians  in  the  world? 

It  is  presumptuous,  even  arrogant,  to  suggest  that 
American  physicians  are  the  only  kind  doctors  in 
the  world;  there  are  good  and  bad,  kind  and  cruel, 
doctors  in  all  countries,  and  to  equate  the  “social- 
ization of  medicine”  with  a lack  of  compassion  is 
arrant  nonsense. 

As  John  Todd  says,  the  myth  of  the  “art  and 
science  of  medicine  should  be  buried  beyond  re- 
call.” 

F.  J.  Spencer,  MD 

560  Caroline  Drive 
Ruther  Glen  VA  22546 

1.  Nash  RA.  The  American  art  of  medicine.  Va  Med 
1986,113:293 

2.  Todd  JW.  Plain  words  in  medicine.  Lancet 
1964;1:1285-1289 


Seeks  silent-era  films 
on  medicine 

For  a book  to  be  entitled  Bringing  Medicine  to 
the  Masses,  I am  trying  to  locate  any  surviving 
medical  or  health-related  motion  pictures  produced 
prior  to  1928.  I am  particularly  interested  in  finding 
films  made  for  lay  audiences  on  such  topics  as 
hygiene,  nutrition,  TB,  VD,  child  care,  eugenics, 
etc.  I would  also  appreciate  hearing  from  anyone 


496 


VIRGINIA  MEDICAL/SEPTEMBER  1986 


VOLUME  113 


SEARCH  ON  FOR 
NEW  BOARD  EXEC 


who  remembers  seeing  such  films  in  school,  in  the 
Army,  or  in  theaters,  before  1928;  and  from  anyone 
who  knows  of  specific  references  to  such  films  in 
published  or  unpublished  literature  and  documents 
from  the  pre-1928  period. 

Martin  S.  Pernick 

Department  of  History 

University  of  Michigan,  Ann  Arbor  MI  48109 

Takes  exception  to 
AMA  “non-stand” 

I would  like  to  avail  myself  of  the  forum  offered 
by  Virginia  Medical,  one  of  the  few  journals  that 
continues  not  to  fear  to  take  or  express  a stand. 

When  human  life  was  first  removed  from  the  legal 
status  of  absolute  protection  that  had  been  taken  for 
granted,  through  the  decree  of  the  Supreme  Court 
in  Roe  vs.  Wade,  abortion  being  transformed  from  a 
felony  into  a legally  sanctioned  procedure,  the 
AMA  could  be  heard  by  its  resounding  silence.  No 
voice  of  condemnation  or  even  of  prudence,  just 
abject  absence  before  a multimillion  dollar  fait 
accompli. 

Now  it  has  outdone  its  former  feat.  The  recent 
official  statement,  that  deprivation  of  food  and 
water  could  be  considered  ethical,  while  paying  lip 
service  to  the  principles  that  have  governed  the 
medical  profession  for  millenia  by  not  recommend- 
ing outright  this  especially  outrageous  form  of 
homicide,  was  a masterpiece  of  lamentable  double- 
think. 

First  the  unborn.  Now  the  infirm.  Later??? 

This  latest  example  of  AMA  non-stand  cannot  be 
ignored  by  any  true  physician  who  still  holds  dear 
the  concept  of  the  absolute  value  of  human  life 
outlined  in  the  Hippocratic  oath. 

Thank  you  for  allowing  me  to  bring  this  matter 
before  the  membership  of  The  Medical  Society  of 
Virginia. 

Roger  Denis,  MD 

14749  Warwick  Boulevard 
Newport  News  VA  23602 

On  pages  525  and  527  of  this  issue,  two  other 
contributors  address  the  subject  of  Dr.  Denis’  let- 
ter. 
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A search  is  underway  for  a physician  to  fill 
the  newly  created  position  of  Executive 
Director  of  the  Virginia  State  Board  of  Medi- 
cine. For  a person  with  medical,  administra- 
tive, and  managerial  training  and  experi- 
ence, this  is  a challenging  and  unusual 
opportunity. 

The  salary  range  is  $63,768-$87,103 
plus  full  State  benefits  and  generous  reloca- 
tion allowance. 

The  physician  selected  will  supervise  a 
professional  staff  in  all  aspects  of  the 
Board’s  functions,  including  administration 
of  the  licensing  laws,  processing  complaints 
against  persons  licensed  by  the  Board,  re- 
viewing investigation  files,  and  carrying  out 
all  other  duties  delegated  by  the  Board  and 
the  Virginia  Department  of  Health  Regula- 
tory Boards. 

The  applicant  must  hold  or  be  eligible  to 
hold  a license  to  practice  medicine  in  Virgin- 
ia and  have  considerable  administrative 
and  supervisory  experience.  Broad  knowl- 
edge of  the  medical  profession  and  medical 
education  are  essential.  Persons  to  be  con- 
sidered for  this  position  must  already  pos- 
sess or  be  able  to  master  quickly  a thorough 
understanding  of  regulatory  principles  and 
practices  governing  the  medical  and  allied 
professions,  including  administrative  pro- 
cesses and  procedures,  laws  governing 
medical  practices,  impaired  practitioner  pro- 
grams, psychiatric  advisory  panels,  selec- 
tion and  retention  of  consultants,  discipli- 
nary issues,  and  credentialing  of  profes- 
sionals. Oral  and  written  communication  skills 
and  the  ability  to  follow  instructions  are  es- 
sential to  this  position. 

To  apply  for  this  exciting  position,  send 
your  resume,  including  salary  history,  in  confi- 
dence no  later  than  September  26  to  Person- 
nel Office,  Virginia  Department  of  Health 
Regulatory  Boards,  PO  Box  27708,  Rich- 
mond, Virginia  23261 . EOE. 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package" 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
—to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.P.  today— you’ll  never 
feel  better. 

BBC  SYSTEMS 

223  Virginia  Ave. 

Suite  D 

Vinton,  Virginia  24179 
(703)343-3781 
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COMMISSION  CONSIDERING  LIABILITY  COVERAGE  RESCUE 

As  this  issue  is  being  printed  and  bound,  Virginia’s 
three  State  Corporation  Commissioners  are  to  be  deliberating 
whether  or  not  to  activate  a joint  medical  liability 
underwriting  association.  The  Virginia  Code  (Sec.  38.2-2801) 
opens  the  door  to  such  action  whenever  medical  liability 
insurance  is  not  commercially  available  for  any  class, 
type,  or  group  of  health  care  providers,  and  the  1,100 
Virginia  physicians  stripped  of  coverage  by  PHICO’s 
announced  decision  that  it  will  no  longer  renew  policies 
for  physicians  who  practice  in  a group  of  less  than 
ten  associates  would  seem  to  fit  all  too  well  the  situation 
the  Code  describes.  At  the  Bureau  of  Insurance,  where 
a spokesman  said  "the  chance  for  activation  looks  pretty 
good,"  tentative  plans  for  a JUA  are  underway,  so  that 
if  the  order  comes  through,  the  underwriting  can  begin 
with  all  possible  speed.  The  tab  for  a policy  will 
be  heavy:  the  Code  stipulates  a 50%  surcharge  on  top 
of  a "normal"  premium.  (The  Virginia  Insurance  Reciprocal 
has  said  it  will  levy  a 40%  surcharge  on  any  policy 
it  picks  up  from  the  PHICO  fiasco.)  "All  we  can  do 
is  make  it  available,"  said  a state  official.  "We're 
not  saying  it’s  going  to  be  affordable."  The  enabling 
law  was  invoked  once  before,  in  1976,  when  Virginia's 
hospitals  were  in  a liability  insurance  squeeze;  it 
operated  until  1980.  The  three  commissioners  whose 
order  can  activate  the  association  now  are  Elizabeth 
B.  Lacey,  Preston  C.  Shannon,  and  Thomas  P.  Harwood, 
chairman.  They  are  scheduled  to  make  a decision  after 
a public  hearing  on  September  2 in  Richmond.  — A . G . 


ACTIONS  AT  THE  AMA'S  ANNUAL  MEETING 

by  H.  C.  Alexander  III,  MD 

MAIN  EVENT  Virginia's  Bill  Hotchkiss  was  elected 

President  Elect  of  the  American  Medical 
Association.  Bill  expressed  his  deepest  appreciation 
to  the  Virginia  delegates,  who  were,  he  said,  his  "big 
advantage  over  the  other  candidates,"  and  to  all  members 
of  The  Medical  Society  of  Virginia  for  their  support. 

MAJOR  REPORTS  The  agenda  was  heavier  than  ever,  with 

92  Board  and  Council  reports  and  146 
resolutions,  a total  of  238  items.  Your  delegation 
labored  five  days,  June  14  to  19,  caucusing,  testifying 
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Now  there's  an  alternative  to  hos- 
italization  for  patients  in  need  of  in- 
avenous  therapy  Intracare  can  provide 
this  constant  specialized  outpatient  care 
for  patients  in  Maryland,  D.C.  and  Virginia. 

me  Intracare  pharmacists  and  nurses,  all 
specialists  in  IV  therapy,  are  on  call  24  hours 
a day,  7 days  a week.  This  personal  ap- 
proach insures  that  patient's  specific 
needs  are  carefully  monitored  and 
attended  to  at  all  Times. 

A wide  variety  of  IV 
Infusions  for  a wide  range 
of  cases. 

In  addition  to  6 beds  for 
infusion  patients  who  re- 
quire close  observa- 
tion, there  are  4 exam- 
ining rooms  for  short 
term  treatments— all  in 
a pleasant  setting  to 
make  your  patients 
comfortable.  Or  if  you 
wish,  an  Intracare  staff 
member  will  teach  your 
patients  to  administer  their 
own  infusion  through  a heparin 
lock. 

Intracare  provides  IV  infusions 
of  antibiotics,  total  parenteral  nu- 
trition, steroids,  blood  products, 
and  other  therapies  or  medications. 

Plus  supplies,  pumps,  and  chemother- 
apy drugs  and  catheter  care  for  central 
venous  catheter  patients. 

All  medications  and  supplies  for  our  outpatients 
are  dispensed  from  our  in-house  pharmacy 
Homebound  patients  appreciate  the  option  of  hav- 
ing their  medications  and  supplies  delivered 
— or  picked  up  from  our  pharmacy 

Less  cost.  Less  lifestyle  Interruption. 

Consider  the  benefits  to  your  patients  of  being  able  to 
lead  normal  lives,  attend  school,  go  to  work.  Consider  the 
enormous  savings  over  in-hospitallV  therapy— up  to  60% 
less.  Consider  that  Intracare  has  treated  thousands  of  pa- 
tients with  excellent  results.  And  most  important,  a level  of 
caring  that  makes  all  our  patients  secure  in  trusting  their  IV 
therapy  to  us. 


••• 


1 

Name:  Wayne  Wilkins 
D.O.B.:  11/6/46 
Diagnosis:  Osteomyelitis 
of  the  foot 

Treatment:  Intravenous 
antibiotics 

2 

Name:  Thomas  Wheatley 
D.O.B.:  9/13/33 
Diagnosis:  Colonic 
Carcinoma 

Treatment:  Continuous 
chemotherapy  via 
portable  infusion  pump. 
Patient  has  C.V.C. 

1 

Name:  Emily  Topolsky 
D.O.B.:  7/28/77 
Diagnosis:  Chronic 
pyelonephritis 
Treatment:  Intravenous 
antibiotics 

k 

Kii 

Name:  Dudley  Watts 
D.O.B.:  8/24/20 
Diagnosis:  Colonic 
carcinoma 

Treatment:  Continuous 
chemotherapy  via 
portable  infusion  pump. 
Patient  has  C.V.C. 

The  above  patients 
have  all  received 
treatment  by  IV 
therapy  at  Intracare. 

For  a tour  of  Intracare 
facilities  or  more 
information  about  our 
clinical  program,  call  us  at 
{ 703)280-5390. 


IntraCare  Corporation 
3299  Woodburn  Rd.,  Suite  230 
Annandale,  Va.  22003-1275 
(703)  280-5390 


104  Elden  St.,  Suite  10 
Herndon,  Va.  22070-4809 
(703)  481-1617 


MEDJBYTE5 

before  reference  committees  and  on  the  House  floor. 
Responding  to  resolutions  from  Virginia,  Board  of  Trustees* 
Report  MM  outlined  methodology  for  salvaging  Medicare 
and  providing  health  care  for  the  elderly .. .Trustees ' 

Report  T cautiously  addressed  physician  surplus  with 
seven  recommendations  warning  that  the  surplus  threatens 
quality  of  medical  care  and  fails  to  hold  down  costs 
(Va  resolution  47,  A-85)...In  Report  QQ,  the  trustees 
implemented  AMA  support  in  opposition  to  litigation 
against  peer  review  activity  and  use  of  the  physician 
databank  for  credent ialing  checks,  all  for  better 
professional  self-regulat ion . . . The  Council  on  Constitution 
and  Bylaws  established  a section  for  young  physicians 
to  strengthen  their  membership  and  involvement  in  the 
AMA  (Report  B) . 

VIRGINIA  RESOLUTIONS  Resolution  #1,  Hospital  Medical 

Staff  Representation  on  Hospital 
Governing  Body,  introduced  in  the  Hospital  Staff  Section 
by  Dr.  J.  Hayden  Hollingsworth,  Roanoke,  asked  for 
the  JCAH  manual  to  stipulate  that  at  least  one  elected 
staff  member  be  on  the  board  with  a vote  and  was  adopted... 
Resolution  calling  for  preadmission  reviewers  to  be 
held  liable  for  any  injury  to  patients  resulting  from 
denial  or  delay  was  satisfied  by  the  adoption  of  a 
CMS  report ...  Ref erred  for  study  was  a resolution  that 
would  implement  CMS  Report  A (above);  it  asked  for 
provision  of  means  for  physicians  to  negotiate  standards 
of  care  with  reviewers.  Your  delegation  will  follow 
up  on  this. 

OTHER  ACTIONS  Tobacco ; No  AMA  tobacco  stocks,  continue 

to  oppose  tobacco  advertisement  and 
promotion,  Army  response  to  AMA  policy  by  prohibition 
of  smoking  in  post  areas. . .Children:  Oppose  cuts  in 
child  and  maternal  health  care,  early  enactment  of 
legislation  to  assure  safe  and  adequate  supply  of  childhood 
vaccines,  study  problems  of  school-age  children  with 
AIDS,  model  legislation  preventing  discrimination  against 
and  school  exclusion  solely  for  herpes  simplex  disease, 
methods  for  physician  intervention  and  community  cooperation 
to  stop  child  pornography,  physician  participation 
in  prevention  of  missing  children  andexploitat ion . . .Alcohol: 
Discontinuation  of  alcohol  advertising  directed  at 
youth  (Va  #1,  A-85),  addition  of  health  education  labels, 
ethanol  content,  on  all  alcoholic  beverage  containers, 
elimination  of  TV  program  content  depicting  irresponsible 
use  of  alcohol  without  showing  its  adverse  consequences... 
Public  Safety:  Motorcycle  operator  education  mandatory 
for  licensing  to  reduce  fatalities,  CPR  training  as 
voluntary  part  of  high  school  curriculum,  work  with 
FDA  to  inform  public  of  dangers  of  ultraviolet  sun-tanning 
devices,  legislation  requiring  smoke  detectors  and 
encouraging  rapid-response  sprinklers  in  homes  and 
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commercial  buildings,  provision  of  nutrition  information 
on  items  at  fast-food  restaurants,  labeling  phenylpropano- 
lamine content  in  OTC  diet  products. . .Elderly;  See 
Report  MM  above,  task  force  to  develop  intervention 
approaches  to  detection,  management,  and  prevention 
of  abuse  of  elderly,  develop  public  policy  initiatives 
for  HHS  for  health  care  for  the  homeless. . .Research: 

Public  education  regarding  importance  of  use  of  animals 
in  biomedical  research,  study  use  of  growth  hormone 
in  athletes,  evaluate  mandatory  drug  testing  in  cooperation 
with  HHS,  study  community  control  of  public  sources 
of  sexually  transmitted  diseases,  testing  of  human 
T-cell  lymphotrophic  Type  II  antibody . . .Regulations : 

Oppose  delay  in  Medicare  claim  reimbursement  and  promote 
payment  of  reasonable  interest  on  claims  held  over 
30  days  by  all  payers,  support  states  faced  with  mandatory 
assignment  initiatives,  urge  the  HCFGAS  to  pay  for 
second  or  subsequent  admissions  which  reflect  accepted 
standards  and  benefit  patient  care... Peer  Review:  Develop 
federal  legislation  for  due  process  for  PRO  sanctions, 
monitor  PRO  contract  awards  and  renewal  process,  promote 
active  physician  input  into  review  programs  and  express 
concern  over  effect  on  quality  of  care,  protect  peer 
review  records  and  confidentiality  and  immunity  of 
peer  review  committees. . .Socioeconomic;  Develop  programs 
promoting  advantages  of  private  f ee-f or-service  medical 
care,  continue  to  evaluate  HMO  "gatekeeper"  mechanism, 
delineation  of  health  care  expenditures  (Va  #36,  A-85), 
study  role  ofAMA  as  national  negotiating  organ  for 
physicians,  opposition  to  service  of  NHSC  physicians 
in  developing  countries  (Va  #49,  A-85). 


BALILES  NOT  AVERSE  TO  TORT  REFORM 

Gov.  Gerald  L.  Baliles  is  not  adverse  to  changes  in 
Virginia’s  tort  system.  That  was  his  message  when  he 
spoke  to  the  Virginia  Society  of  Ophthalmology  at  its 
annual  legislative  dinner  in  Norfolk.  "It  has  been 
ten  years  since  Virginia  first  set  a cap  on  jury  awards 
in  medical  liability  cases  and  created  review  panels 
to  screen  out  frivolous  lawsuits,"  he  said.  Now,  he 
continued,  he  is  looking  forward  to  the  report  of  the 
General  Assembly’s  committee  formed  this  year  to  study 
the  liability  insurance  problems  facing  not  only  physicians 
but  a host  of  other  business  and  professional 
entities.  Baliles  also  took  special  note  of  the  listening 
ophthalmologists’  participation  in  the  National  Eye 
Care  Project,  through  which  eye  care  is  rendered  to 
elderly  patients  regardless  of  their  ability  to  pay 
for  it.  "It  is  a tribute  to  your  sense  of  public  service 
that  over  80%  of  this  Society’s  membership  has  already 
agreed  to  join  this  important  effort,"  Baliles  said.  "I 
thank  you  for  what  you  will  accomplish  with  it." 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  _ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  _ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


VIRGINIA 

MEDICAL 

SEPTEMBER  1986 


From  Limbic  Look  to  Burnout 

William  Regelson,  MD,  Richmond , Virginia 


Although  burnout  is  a universal  affliction,  physicians  seem  to  be  particular- 
ly susceptible  to  the  frustrations  of  workplace  and  personal  life  that  lead  to  its 
debilitating  state.  Six  factors  in  the  practice  of  medicine  today  contribute  to 
that  susceptibility,  the  author  believes. 


The  emotional  trauma  variously  described  as 
midlife  crisis,  burnout,  ennui,  or  depression 
besets  many  of  us  when  the  work  challenge 
is  no  longer  balanced  by  internal  satisfactions,  with 
or  without  the  economic  or  social  need  to  continue 
with  what  we  have  been  doing  for  most  of  our  lives. 
This  is  not  a problem  solely  related  to  medical 
practice.  Burnout  has  been  described  as  a factor  in 
45%  of  corporate  workers. 

Burnout  may  become  a more  dramatic  problem 
for  society  as  our  life  expectancy  increases.  With 
medical  research  we  might  expect  to  reach  30-40 
more  years  of  healthy  life.  What  are  we  going  to  do 
with  that  added  portion  of  our  lives  when  we 
already  have  problems  within  a 75-year  median 
survival?  In  addition,  if  this  problem  exists  in  the 

From  the  Department  of  Medicine,  Medical  College  of 
Virginia/ Virginia  Commonwealth  University,  where  Dr. 
Regelson  may  be  addressed  at  Box  273,  MCV  Station, 
Richmond  VA  23298. 

Presented  at  the  Symposium  on  Professional  Burnout 
in  Medicine  and  the  Helping  Professions,  January  17, 
1986,  in  Hampton,  Virginia,  under  the  sponsorship  of 
Peninsula  Hospital,  the  Foundation  of  Thanatology,  and 
Columbia  University. 


prestigious  profession  of  medicine,  what  echoes  of 
dissatisfaction  and  frustration  exist  among  those 
less  privileged  than  we? 

In  essence,  burnout  reflects  dissatisfaction  with 
one’s  workplace,  one’s  domestic  situation,  one’s 
social  or  political  state.  It  can  lead  to  wife  beating, 
drug  and  child  abuse,  divorce,  racial  persecution, 
suicide,  riot  and  revolution.  While  I confine  this 
discussion  to  physician  burnout,  it  is  a universal 
plague  related  to  frustration  and  the  motivational 
need  for  pleasure  or  endorphin-mediated  satisfac- 
tions within  our  workplace  and  personal  lives.  At 
one  extreme,  it  forces  us  to  change  job  or  living 
circumstances;  at  another  it  triggers  a death  wish. 
Our  nation  loses  the  equivalent  of  an  entire  medical 
school  graduating  class  each  year  in  physician  sui- 
cides,1 which  represent  the  ultimate  negative 
expression  of  burnout.  We  need  to  anticipate  plea- 
sureful events  and  hope  for  the  future  in  order  to 
avoid  depression  and  despair  that  leads  to  suicide. 
In  workplace  terms,  we  have  to  be  able  to  turn  work 
effort  into  social  or  economic  values  that  can  pro- 
vide us  with  the  satisfaction  that  sustains  our  moti- 
vation. 

Those  of  us  in  medical  practice  have  made  our 
work  the  prime  focus  of  our  existence,  with  recrea- 
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tion  and  alternative  interests  of  low  priority.  Those 
in  medicine  who  defy  sterotypes  and  maintain  prior- 
ity interest  beyond  their  profession  in  the  arts, 
athletics,  or  social  life  are  not  common.  The  identi- 
fiable skills  that  provide  our  income  are  the  focus  of 
our  lives  and  for  most  of  us  the  focus  of  our  free 
time. 

My  vantage  point  for  reviewing  this  problem  is 
from  my  own  position  at  middle-age.  In  that  regard, 
one  morning  we  awake  confronted  by  the  possibili- 
ty that  we  will  share  the  fate  of  our  patients  or 
parents,  and  this  leads  to  a conscious  or  subcon- 
scious need  for  reappraisal  of  our  lives.  At  that 
point  it  dawns  on  us  that  our  omnipotence  is  illusion 
and  that  our  practice,  which  demands  sympathy, 
concern  and  technical  judgment  at  human  levels,  is 
too  much  for  us  to  bear  as  the  major  focus  of  our 
existence,  especially  when  we  are  also  distracted  by 
petty  irritants  on  other  levels.  We  may  still  manage 
to  empathize  with  our  patients,  but  if  spouse,  child 
or  parent  complain,  we  lose  our  ability  to  sympa- 
thize. Irritability,  sleeplessness  and  fatigue  may 
indicate  that  burnout  is  at  hand. 

Our  self-image  as  physicians  is  based  on  the 
satisfaction  we  achieve  in  delivering  our  profession- 
al skills  to  our  patients,  and  patient  response  to  our 
efforts  reenforces  our  value.  The  response  of  our 
colleagues  to  our  professional  identity  in  terms  of 
referrals,  reciprocal  involvement,  or  appreciation 
enhances  our  self-image  and/or  income.  Suddenly 
time  catches  up  with  us;  the  kids  have  left  or 
completed  school;  the  mortgage  has  grown  small; 
our  parents  are  ill  or  dead;  a colleague  has  died  or 
has  had  a triple  bypass.  This  is  compounded  by  the 
loss  of  spontaniety  and  the  decline  of  honest  enthu- 
siasm for  the  tennis,  golf  or  jogging  that  are  the 
socially  accepted  paths  to  leisure-time  energy  ex- 
penditure or  renewal.  Man  survives  by  purging  the 
conscious  awareness  of  death  and  debility  from  his 
mind.  Our  patients  and  family  suffer  the  debilities  of 
aging,  but  “perhaps  it  will  pass  us  by”!  Self- 
awareness  of  our  limitations  may  be  compounded 
by  the  personality  types  attracted  to  medicine  or 
molded  by  its  discipline. 

Gabbard  has  presented  a review  of  “the  role  of 
compulsiveness  in  the  normal  physician”.2  He  feels 
we  are  almost  all  compulsive,  characterized  by 
“restricted  ability  to  express  warm  and  tender 
emotions,  perfectionism,  insistence  that  others  sub- 
mit to  one’s  way  of  doing  things,  excessive  devo- 
tion to  work  and  productivity  to  the  exclusion  of 
pleasure  and  the  value  of  interpersonal  relations.” 
Gabbard  feels  that  medicine  attracts  this  kind  of 
personality,  but  as  an  academic,  in  my  experience, 


these  personality  traits  are  clearly  not  apparent  in 
the  early  freshman  and  sophomore  years,  during  the 
basic  science  baptism  of  fire.  True,  the  compulsion 
to  survive  academically  with  competition  for  grades 
is  a direct  heritage  of  the  pre-med  contest,  but  most 
students  have  that  “limbic  look”  in  the  beginning  of 
the  medical  school  experience.  The  limbic  look  can 
be  identified  in  the  characteristic  glow  of  the  eyes,  a 
specific  alertness  which  is  a direct  primitive  brain- 
stem inheritance  of  our  feral  ancestors,  where  the 
adrenaline  or  endorphin  reactions  equip  us  for  fight, 
flight,  curiosity  and  the  pleasures  of  existence. 

When  our  eyes  and  ears  are  attuned  to  every 
nuance  of  our  environment  as  a new  or  exciting 
world,  we  are  operating  at  this  limbic  level.  We 
gaze  at  our  world  with  the  eyes  of  a 3-year-old, 
taking  it  all  in  and  transposing  new  knowledge  and 
experience  as  an  internal  part  of  us.  The  limbic  look 
highlights  a zest  for  life  and  an  intense  awareness  of 
the  world  around  us.  Where  does  it  go?  In  my 
experience,  there  is  no  doubt  that  the  look  is 
virtually  dead  when  “burnout”  catches  up  with  us, 
and  for  most  medical  students  it  diminishes  with  the 
arrogance  and  fatigue  of  the  clinical  years.  Despite 
this,  there  are  occasional  revivals;  we  fall  in  love, 
buy  a new  car,  climb  a mountain,  make  a hole-in- 
one,  take  a trip  into  a foreign  environment,  get 
elected  or  appointed  to  a power  position,  or  become 
students  once  again.  When  we  eliminate  the  hack- 
neyed, the  repetitive,  the  same  old  sights  and 
sounds,  the  same  smells  and  people,  then  the  world 
reverbrates  once  more  to  our  body  and  brain.  The 
new  experience  acts  as  a positive  force  and  a 
reaffirmation  of  life.  Unfortunately  for  many  of  us, 
the  habits  of  the  past  and  the  fear  of  venturing  into 
the  unknown  prevents  us  from  coping  with  the  need 
for  change  that  burnout  demands.  Fear  of  change 
inhibits  the  revival  of  the  limbus  as  a transducer  for 
reinterpeting  the  world  as  an  exciting  place. 

An  excellent  personal  testimony  to  the  problems 
of  burnout  in  physicians  has  recently  been  pub- 
lished in  a book  by  David  Hilfiker.3  The  problem  for 
Hilfeker  occurred  early  in  his  career.  He  relates  it 
to  the  nature  of  the  practice  of  medicine  itself.  He 
says,  “Perhaps  the  religious  concept  of  idolatry  will 
be  helpful  in  understanding  what  was  happening  to 
me.  If  we  are  to  begin  to  regain  our  balance,  we 
must  recognize  that  inherent  in  the  work  of  doctor- 
ing is  the  concept  of  servanthood.  This  is  ultimately 
a mystery:  We  will  always  be  at  odds  with  ourselves 
and  our  world  unless  we  accept  the  mantle  of 
servanthood  along  with  the  role  of  healer.” 

I view  Hilfinger’s  concern  for  idolatry  against  the 
background  of  my  own  research  and  practice  in 
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medical  oncology  in  an  academic  setting.  The 
changes  that  have  occurred  in  medical  school 
grantsmanship  and  research  as  a power  tool  have 
led  to  the  appearance  of  an  arrogant  new  breed  of 
managerial  authority  whose  emphasis  is  on  control 
and  corporate  manipulation  of  physicians  and  pa- 
tients divorced  from  humanistic  concern  for  the 
goals  involved.  While  in  private  practice  our  prob- 
lems may  be  compounded  by  money  and  greed,  in 
academic  life  it  is  based  on  power  and  control.  For 
this  reason,  I feel  that  burnout  still  exists  as  a 
problem  in  Sweden  and  the  Soviet  Union  where 
income  from  medical  practice  is  socialized  and  is 
not  the  predominant  factor.  Although  we  equate 
money  with  power,  they  are  not  synonymous  in 
situations  where  political  power  is  the  managerial 
force  which  governs  burnout.  For  most  of  us,  the 
ethical  values  and  responsiveness  of  management 
or  our  peers  to  our  needs  exert  predominant  control 
of  burnout,  not  income. 

Here  is  a listing  of  problems  that  contribute  to 
burnout.  Some  of  them  are  new  and  others  have 
always  been  part  of  the  medical  scene. 

• Economics.  Medicine  is  ceasing  to  be  a “cot- 
tage industry.”  The  industrial  revolution  is  here, 
and  health  manpower  organizations  (HMOs),  pre- 
ferred provider  organizations  (PPOs),  corporate 
medicine,  price  controls,  increased  malpractice  in- 
surance premiums,  bureaucracy  and  a growing 
number  of  competitive  (and  for  me,  younger)  physi- 
cians are  making  it  more  difficult  to  practice  medi- 
cine as  a fraternity  of  mutual  self-interest. 

After  thinking  we’ve  made  it,  we  are  faced  by 
new  groups  seeking  to  control  us  and  making  it 
more  difficult  for  us  to  earn  a livelihood  with  our 
control  and  egos  intact.  Burnout  will  be  determined 
by  managerial  controls  governing  job  satisfaction 
such  as  are  now  seen  in  the  industrial  or  business 
workplace. 

• Jealousy , professional  competition,  and  power. 
For  years  in  academic  medicine  I felt  that  I had  a 
homophobic  problem  in  that  I couldn’t  develop 
intimate  contacts  and  levels  of  friendship  with  male 
colleagues.  (Remember  the  friendships  of  high 
school  and  undergraduate  days?)  I gave  it  a Freud- 
ian connotation  and  felt  that  it  related  to  some  deep 
fear  of  homosexuals.  Circumstances  led  me  to  leave 
the  medical  school  environment,  where  upon  I met 
lawyers,  journalists,  artists  and  others  far  removed 
from  medicine,  and  suddenly  I realized  that  it 
wasn’t  an  intrinsic  fear  of  male  companionship  but 
the  subconscious  competitive  hostility  that  exists  in 
academia  and  is  also  present  in  nonacademic  prac- 
tice. I had  interpreted  it  as  a homosexual  phobia 


because  there  were  few  women  physicians  to  com- 
pete with.  This,  of  course,  is  changing  with  more 
women  in  medicine. 

We  in  medicine  have  a problem  of  jealousy  and 
competitive  fear  whether  we  admit  it  or  not.  If  our 
colleagues  are  perceived  as  too  successful,  we  may 
become  jealous  or  critical  of  them.  This  intellectual 
jealousy  may  be  compounded  by  competition  for 
patients  and  money.  (In  academia,  add  grants  and 
lab  space.)  When  the  burnout  years  approach,  these 
competitive  feelings  can  be  more  difficult  to  sup- 
press, particularly  if  in  your  own  views  of  yourself, 
your  success  does  not  mirror  your  expectations, 
and/or  authority  figures  jealous  of  your  capabilities 
seek  to  impose  controls  to  satisfy  their  ego  needs. 

As  Gabbard  discussed,3  we  are  frequently  con- 
fronted by  a colleague  whose  life  style  requires  an 
“insistance  that  others  submit  to  one’s  way  of  doing 
things.”  These  individuals  thrive  by  removing 
threats  to  their  control  by  destroying  competition 
through  innuendo  or  naked  power.  For  the  power 
broker,  this  delays  his  own  burnout  by  forcing  the 
retirement  of  others.  It  is  the  external,  murderous 
equivalent  to  the  concept  that  suicide  is  frustrated 
murder  directed  inwardly.  Forcing  others  into  burn- 
out produces  a feeling  of  satisfaction  that  protects 
the  power  wielder  from  his  own  dissatisfaction  with 
life. 

• Public  image.  Once  patients  loved  us  and  hung 
onto  our  every  word.  Now  they  want  second  opin- 
ions, informed  consent,  death  with  dignity,  and  will 
check  us  out  in  the  newspaper  health  columns  or 
magazines.  Ann  Landers  gets  a Lasker  award  and 
malpractice  insurance  costs  make  practice  in  some 
regions  economically  impossible. 

• Technologic  displacement  and  rotational  re- 
sponsibility. Increasingly,  computers  and  techni- 
cians are  replacing  our  judgmental  skills.  Medicine 
as  an  art  is  giving  way  to  improved  technologies  and 
impersonalized  intensive  care  units. 

We  are  not  as  needed,  and  our  training  in  the 
supportive  role  as  humanistic  Oslerian  “old  clini- 
cians” has  been  lost  because  of  a busy  and  complex 
practice.  Alternatively,  in  institutional  or  group 
practice  settings,  our  humanistic  concerns  have 
been  diluted  with  clinical  duties  dominated  by  rota- 
tional responsibility  and  lack  of  commitment  to 
individual  patients. 

• Lack  of  recognition.  The  younger  clinicians 
don’t  admire  us;  the  hospital  administrators  or 
academic  chairmen  see  us  as  disposable  service 
units  and  revenue-producers  that  can  be  manipulat- 
ed; the  lawyers  see  us  as  malpractice  opportunities; 
and  our  patients  no  longer  care  that  we  worked  so 
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hard  and  are  dedicated  healers  who  came  out  of 
prestigious  medical  school  and  residency  training. 
No  longer  “high  priests,”  we  are  trade  union  candi- 
dates that  need  to  join  Local  1 199  or  the  Teamsters' 
union  to  survive! 

• Domestic.  Finally,  our  wives  and  families  may 
not  really  care  if  we  drink  or  smoke  too  much,  and 
our  kids  are  too  busy  with  their  own  careers. 
Grandparenting  and  parenting  as  a sociobiologic 
loving  experience  plays  a vital  but  limited  role. 
Burnout  may  occur  before  this  aspect  of  balance  to 
life’s  satisfactions  has  established  itself.  This  is 
increasingly  true  with  nuclear  families  or  in  the  case 
of  divorce,  later  marriages,  and  family  mobility. 
This  is  not,  strictly  speaking,  a medical  problem  but 
an  age-related  event. 

All  the  above  contributes  to  that  moment  when 
one  last  patient  or  domestic  complaint  will  drive 
you  to  the  brink.  The  cliches  to  solve  the  problem 
have  all  been  said:  take  a vacation,  adopt  a hobby, 
learn  a specialized  skill,  build  a new  body,  find  a 
new  sexual  or  economic  partner,  join  a group,  join 
the  army,  become  politically  or  religiously  active, 
dabble  in  stocks  and  real  estate.  Burnout  leads  to 
retirement  when  the  socioeconomic  opportunities 
are  present  but  professional  or  personal  rebirth  is  of 
no  avail  unless  the  limbic  look  is  sought. 

Burnout  leads  to  suicide  when  the  absence  of 
pleasure  as  a psychologic  or  physiologic  event 
limits  the  alternatives.  One  should  anticipate  plea- 
sure in  work,  just  as  one  has  to  experience  or 
fantasize  pleasure  in  love  or  in  physical  or  intellec- 
tual activity.  One  has  to  have  a dream,  a vision  to 
survive.  We  have  to  find  the  experience  that  will 
make  endorphins  flow.  These  pleasurable  events 
can  come  from  our  personal  life  style  or  our  patient 
experiences,  if  humanistic  concerns  can  find  the 
time  to  surface  or  if  we  can  be  involved  with 
research  or  other  transcendental  creative  efforts.  In 
summary,  we  need  experiences  larger  than  our- 
selves. We  need  religion  or  renewed  belief  in  our 
magical  role  as  healers  to  aid  our  patients  and 
provide  a focus  for  our  importance  to  them. 

Burnout  will  come  to  all  of  us  if  we  live  long 
enough  without  seeking  to  be  sensitive  and  aware  of 
those  around  us  as  supportive,  loving  individuals. 
This  is  explained  in  the  myth  of  Narcissus.  As 
commonly  interpreted,  Narcissus  drowning  in  his 
reflection  in  the  pond  is  drowning  in  the  conceit  of 
his  own  ego  image.  What  the  myth  really  says  is 
that  “man  should  not  exist  solely  reflected  in  his 
own  image  but  survives  best  reflected  in  the  eyes  of 
others.”  This  calls  for  an  effort  to  make  yourself 
consciously  aware  of  your  value  to  others  or, 


transcendentally,  to  the  world.  You  exist  not  be- 
cause habit  and  income  justify  it  but  because  you 
are  important  to  others,  which  enhances  your  self- 
worth  and  reenforces  your  capacity  to  experience 
pleasure. 

Your  omnipotence  as  a physician  can  be  restored 
or  maintained  if  you  find  interest  and  excitement  in 
the  personalities  of  your  patients  and  colleagues 
beyond  the  confines  of  your  technique.  You  must 
be  in  touch  with  feelings  that  provide  self-motiva- 
tion and  group  involvement  as  distinct  from  habit- 
ual responses  to  what  you  have  always  been  doing. 
Alternatively,  you  have  to  find  a setting,  another 
group,  or  that  individual  who  helps  support  your 
self-worth.  In  addition,  curiosity,  a search  for  diver- 
sity, contact  with  youth  or  colleagues  in  a noncom- 
petitive setting,  and  a vacation  from  your  patients 
or  current  environment  is  the  way  to  keep  the 
limbic  look  alive.  Symbolically,  the  snake  renewing 
its  skin  paraphrases  the  possibility,  and  for  most  of 
us,  there  has  to  be  a visible  or  spiritual  audience  to 
reinforce  our  awareness  of  the  radiant  new  colors  of 
the  renewal  process. 
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Pcants  of  View 

Six  Medical  Society  of  Virginia  members  speak  out 
on  issues  of  central  portent  for  physicians: 
medical  liability,  political  action, 
prolongation  of  life,  and  professional  freedoms. 


ALVIN  E.  CONNER: 

“Masses  of  physicians  believe 
the  trial  lawyers’  big  lie.” 


The  trial  lawyers  are  winning. 

They  are  capturing  our  medi- 
cal perspective.  Propagandists 
maintain  that  a big  lie  repeated 
often  enough  will  cause  the  masses 
to  believe.  The  trial  lawyers  have 
repeated  the  so  often  big  lie  that 
malpractice  equates  with  bad  medi- 
cine that  the  masses  of  physicians 
believe.  This,  despite  the  obvious. 
Malpractice  is  a legal  term  as  is 
insanity.  We  may  diagnose  psycho- 
sis, but  the  patient  must  be  certi- 
fied insane  by  the  court.  We  may 
carry  out  a highly  proper  medical 
intervention,  but  if  the  court  says 
so,  it  is  malpractice.  If  the  court 
rules  otherwise,  it  is  not.  While  we 
never  use  the  word  insanity  in  med- 
ical dialogue,  we  have  begun  to  use 
the  term  malpractice  to  describe 
medical  acts,  a sign  that  the  big-lie 
technique  has  been  effective. 

This  is  a most  disturbing  devel- 
opment, one  that  strongly  suggests 
capture  of  our  medical  perspective 
by  the  trial  lawyers’  big  lie.  One 

Dr.  Conner  recently  resigned  after 
five  years  as  chairman  of  The  Medical 
Society  of  Virginia’s  Insurance  Com- 
mittee. Address  correspondence  to  him 
at  8643  Ambrose  Court,  Manassas  VA 
22110. 


hears  from  the  physicians  that 
“There  is  a lot  of  malpractice  out 
there”,  “He’s  a bad  apple — he’s 
been  sued  three  times”,  “That  cer- 
tainly is  malpractice”,  or  “This 
malpractice  mess  is  bad,  but  it  will 
weed  out  the  incompetent  physi- 
cians.” 

We  assume  the  function  of  the 
court  in  using  this  legal  term  to 
describe  medical  acts.  By  connota- 
tion, we  also  confuse  insurability 
with  medical  competence,  a most 
damaging  change  of  concept.  This 
change  of  concept  has  been  gradual 
and  subtle  and  in  many  cases  re- 
sults in  our  being  allies  with,  rather 
than  opponents  to,  the  trial  lawyers 
in  the  adversarial  tort  system. 

Another  sign  of  the  effectiveness 
of  the  big  lie  is  in  our  changing 
attitude  towards  risk  management. 
At  first,  of  necessity  but  with  dis- 
dain, we  half-heartedly  went 
through  these  exercises.  Then  we 
put  more  into  the  effort,  but  we  did 
so  knowing  that  this  was  to  protect 
us  in  the  case  of  suit.  Now,  risk 
management  not  only  protects  us  in 
the  courts  but  also  ensures  “quali- 
ty medical  care.”  We  have  not 
been  had  completely  by  the  big 
lie,  however.  We  have  established 
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quality  assurance  activities,  though 
they  have  suspicious  overtones  of 
risk  management. 

What  has  happened  now  that  the 
masses  of  physicians  believe  the 
big  lie?  Several  things.  In  addition 
to  our  growing  alliance  with  the 
trial  lawyers,  we  are  using  stan- 
dards derived  from  the  big  lie  to 
shape  the  way  in  which  we  apply 
our  skills  and  instincts,  rather  than 
standards  derived  from  our  train- 
ing. We  are  using  legal  judgments 
to  establish  our  individual  and  col- 


Don’t  bother  to  look  up  “ben- 
emort”  in  your  dictionary; 
you  won’t  find  it.  This  neologism 
lacks  the  repugnant  connotations 
of  master-race  or  master-persons 
of  its  more  elegant,  Greek-derived 
cognate,  “euthanasia.” 

History  shows  that  mores  do 
not,  fortunately,  flit  about  as  leaves 
in  a zephyr  but  evolve  slowly  and 
even  ponderously.  Nevertheless, 
medieval-tainted  systems  of  ethics 
are  powerless  to  resist  ideas  whose 
times  have  finally  come.  Birth-con- 
trol is  a case  in  point.  At  one  time 
the  mere  dissemination  of  birth- 
control  information  could  have  re- 
sulted in  a jail  sentence. 

Only  those  who  have  themselves 
walked  through  the  valley  of  the 
shadow  of  death  to  face  a fearsome 
end,  or  who  live  daily  with  dying  in 

Dr.  Cimmino  is  a radiologist  at  Mary 
Washington  Hospital,  2300  Fall  Hill 
Avenue,  Fredericksburg  VA  22401. 


lective  worth.  And  we  have  shack- 
led our  minds  with  an  extraneous 
bias  that  interferes  with  medical 
judgment. 

Coalitions  of  affected  parties  will 
correct  the  imbalance  in  the  prod- 
uct liability  equation.  We  should  do 
our  part.  But  above  all  we  must 
regain  the  medical  perspective  lost 
to  the  big  lie.  Malpractice  is  a legal 
term,  insurability  is  an  insurance 
term,  good  medicine  is  what  we  are 
about,  and  the  three  are  not  neces- 
sarily related.  ■ 


their  professional  lives,  or  who 
have  witnessed  their  family  and 
dear  friends  in  the  final  throes  of 
melanoma  or  of  pancreatic  cancer, 
are  in  a position  to  offer  meaningful 
rebuttal  to  the  thesis  of  benemort. 

Dr.  Ben  Eiseman,  renowned  sur- 
geon from  the  University  of  Colo- 
rado, in  his  editorial  “The  Second 
Dimension  (Arch.  Surg.  1 16-11-13, 
1981)  emphasized  that  the  length  of 
life  cannot  be  considered  apart 
from  its  quality.  He  devised  the 
“Vitagram,”  with  quality  of  life 
indicated  on  the  ordinate  and  the 
length  of  life  on  the  abscissa.  Four 
equally  weighted  factors  went  into 
the  quality  determination  (100%  in- 
dicated perfect  health):  need  for 
hospitalization,  pain,  physical  abil- 
ity to  effect  the  patient’s  usual  life 
style,  and  his  feeling  about  himself. 
Obviously,  the  weighting  of  these 
four  factors  varies  within  a given 
patient  from  time  to  time  and  from 
patient  to  patient. 


The  area  under  the  curve  repre- 
sents the  quality  of  life;  thus  a 
length  of  life  of  four  years  may  be 
good,  indifferent,  or  scarcely  toler- 
able. Of  course  each  of  us  has  his 
own  ideas  about  the  weight  that 
should  be  assigned  these  four  fac- 
tors on  the  ordinate,  which  might 
vary  considerably  from  that  of 
Doctor  Eisman.  As  he  concludes: 
“As  we  measure  the  course  of  a 
disease  and  the  results  of  treat- 
ment, it  is  always  important  to  re- 
member that  in  addition  to  length, 
life  has  depth.  The  wise  and  com- 
passionate physician  includes  in  his 
calculations  this  second  dimen- 
sion.” 

I differ  from  Doctor  Eiseman  in 
that  when  the  quality  of  life  hovers 
a few  percent  above  the  zero  line 
and  has  no  reasonable  prospects  of 
significant  recovery  therefrom,  the 
abscissa  (length  of  life)  may  be 
shortened  under  certain  conditions 
and  circumstances.  While  some 
may  think  that  any  life  is  better 
than  no  life,  some  do  not. 

Society  has  made  much  recent 
progress  in  not  prolonging  dying. 
Even  the  lumbering  Roman  Church 
agrees  that  extraordinary  measures 
need  not  be  taken  to  prolong  life. 
But  no  official  progress  in  actively 
hastening  death  has  been  made, 
except  in  the  case  of  condemned 
criminals  by  lethal  injection.  Our 
pets  and  barnyard  animals  have 
long  enjoyed  benemort. 

What  are  some  of  the  conditions 
of  benemort  which  must  be  fulfilled 
to  avoid  any  abuses  inherent  in 
such  a process?  First,  the  patient, 
in  whom  the  process  originates, 
must  be  totally  rational  and  compe- 
tent to  make  life  and  death  deci- 
sions. Thus  the  minor,  the  mentally 
deranged  or  deficient,  the  coma- 
tose are  immediately  and  unequiv- 
ocally eliminated.  It  is  only  the 
competent  patient  who  can  decide 
where  the  quality  of  life  stops  short 


CHRISTIAN  V.  CIMMINO: 

“Society  has  made  much  progress 
in  not  prolonging  dying.” 
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of  justifying  the  continuance  of  life 
itself.  Medical  personnel  must  ac- 
cept without  remonstrance  the  de- 
cision of  those  who  consider  any 
life  better  than  no  life  and  continue 
to  do  their  best  for  the  patient  to 
the  end. 

With  all  its  faults,  the  medical 
profession  is  the  group  best  suited 
to  play  the  guiding  role  in  the  bene- 
mort  process  after  it  has  been  initi- 
ated by  the  rational  patient.  Medi- 
cal opinion  must  be  sure  and 
unified.  Any  doubt  of  the  diagnosis 
or  prognosis  categorically  denies 
the  benemort  process.  The  out- 
come of  the  yellow,  swollen,  ema- 
ciated, chronically  nauseated  and 
diarrheic  patient,  a caricature  of  his 
former  self,  with  pathologically 
proved  diagnosis  of  cancer  of  the 
pancreas,  is  in  little  doubt.  The 
clergy  and  lawyers  may  play  a sec- 


There  is  the  old  saying  “God 
helps  those  who  help  them- 
selves.” The  greatest  reason  why 
American  medicine  is  in  a state  of 
siege  is  the  fact  that  most  American 
physicians  do  not  care  what  is  hap- 
pening to  the  profession  as  long  as 
their  own  personal  life  appears  se- 
cure. This  short-sighted  approach 
is  leading  to  the  gradual  loss  of 
individual  professional  indepen- 
dence as  well  as  financial  security. 

Dr.  Weyl  is  a Past  President  of  The 
Medical  Society  of  Virginia.  He  is  a 
surgeon  with  offices  at  61 1 South  Carlin 
Springs  Road,  Arlington  VA  22204. 


ondary  role,  and  the  family  essen- 
tially no  role.  The  final  act  of  death 
itself  is  the  patient’s.  The  loving 
family’s  grief  will  be  tempered  by 
relief. 

The  interested  reader  is  referred 
to  Last  Wish  by  Betty  Rollin  (New 
York,  Linden  Press/Simon  & 
Schuster,  1985),  a beautifully  sensi- 
tive account  of  how  a loving  family 
met  the  problem  of  quality  of  life 
versus  its  duration.  See  for  your- 
self the  inanity  of  an  oncologist- 
reviewer’s  remark  that  the  final  act 
of  the  cancer-ridden  mother,  aided 
by  her  daughter,  was  inexcusable 
because  her  pain-control  regimen 
was  inadequate. 

I wish  that  society,  when  the 
eldest  Fate  decides  to  cut  my 
string,  will  grant  me  the  same  bene- 
mort it  has  now  given  its  convicted 
murderers.  ■ 


The  recent  events  in  what  Mas- 
sachusetts physicians  call  the 
“People’s  Republic  of  Massachu- 
setts,” which  have  made  medical 
licensure  in  that  state  contingent  on 
acceptance  of  Medicare  assign- 
ment, are  being  studied  by  several 
other  state  legislatures.  Massachu- 
setts also  forbids  “balance  billing” 
for  Blue  Cross/Blue  Shield  sub- 
scribers, thus  making  the  physician 
a virtual  slave  of  both  Medicare 
and  Blue  Shield  administrators. 
These  conditions  of  servitude  have 
been  challenged  in  the  courts,  and 
so  far  have  been  upheld.  It  is  even 
more  notable  that  not  a single  voice 


was  raised  in  the  Massachusetts 
legislature  on  behalf  of  the  physi- 
cians. Of  course,  the  events  in 
Massachusetts  were  the  logical 
outcome  of  the  general  apathy  and 
lack  of  involvement  by  physicians 
in  the  political  processes  of  that 
state.  Physicians  considered  it  be- 
neath their  dignity  to  get  involved 
in  such  mundane,  and  sometimes 
rough,  activities  as  political  action, 
and  the  vote  of  their  legislature 
showed  that  doctors  had  neither 
clout  nor  credibility  at  the  seat  of 
government. 

In  Virginia  we  have  developed 
excellent  relationships  with  our 
legislators  on  both  sides  of  the 
aisle,  thanks  in  large  degree  to  the 
activities  of  the  Virginia  Medical 
Political  Action  Committee,  which 
have  made  our  elected  officials 
aware  of  who  we  are  and  whom  we 
represent.  This  awareness  is  based 
to  a large  degree  on  the  numbers  of 
VaMPAC  members  as  well  as  on 
our  political  activities  and  contri- 
butions. The  fact  that  the  profes- 
sional liability  climate  in  the  Com- 
monwealth is  comparatively  stable 
is  due  primarily  to  our  political 
lobbying  activities  and  the  educa- 
tional and  personal  involvement  of 
Virginia  physicians.  Despite  this 
good  record,  constant  vigilance  is 
needed  in  monitoring  local,  state 
and  national  legislation  on  a con- 
tinuing basis  and  to  stay  involved 
in  the  political  process. 

Membership  in  VaMPAC  this 
year  is  at  a dangerously  low  level, 
about  half  of  what  it  has  been  at  the 
same  time  in  previous  years.  The 
lessons  of  Massachusetts  should  be 
learned  and  should  elicit  a quick 
and  positive  response  from  all  of 
our  Virginia  doctors.  Remember, 
God  helps  those  who  help  them- 
selves.” Join  VaMPAC  today!  ■ 

You  will  find  a VaMPAC  enroll- 
ment coupon  on  page  531. 


W.  LEONARD  WEYL: 

“The  lessons  of  Massachusetts 
should  elicit  a quick  response.” 
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ARTHUR  A.  KIRK: 

‘ This  is  a proper  opinion 
whose  time  is  certainly  here.” 


There  is  a time  to  come  and  a 
time  to  go.  There  is  a time  to 
be  born  and  a time  to  die.  A good 
idea  is  born  and  put  into  action. 
The  idea  of  putting  the  elderly  and 
disabled  in  nursing  homes  is  a good 
one.  It  has  more  than  prospered.  It 
has  now  reached  the  proportion 
that  more  than  50%  of  the  state 
health  care  budget  is  spent  on  nurs- 
ing homes — maybe  as  high  as  60%. 

I walk  through  nursing  homes 
and  I see  people  curled  up  in  bed 
with  bedsores  and  nasal  tubes  in 
their  stomachs  and  sometimes  IV 
fluids  going. 

The  Judicial  Council  of  the 
American  Medical  Association  has 
stated  that  in  terminal  cases  it  is 
not  malpractice  to  remove  I Vs  or 
nasal  feeding  tubes.  This  is  a prop- 
er opinion  and  its  time  is  certainly 
here.  Most  people  want  to  go  to 
Heaven,  but  no  one  wants  to  die  to 
get  there.  This  is  a true  saying,  but 
some  of  my  older  patients  want  to 
die  and  are  ready  to  die. 

On  the  other  hand,  one  patient 
had  decided  she  wanted  to  die  and 
stopped  eating.  After  telling  her  I 
knew  of  the  desire  but  “I  do  not 
know  of  enough  wrong  with  you  to 
kill  you,”  she  started  eating  and 
went  home  three  days  later  in  good 
spirits. 

Both  of  my  parents  died  of  respi- 
ratory complications  secondary  to 
feeding  difficulties.  My  father  had 
swallowing  difficulties  brought  on 

Dr.  Kirk  is  an  orthopedist  practicing 
at  3300  High  Street,  Portsmouth  VA 
23707. 


by  gradual  senility,  after  living  a 
good  and  productive  life.  I consid- 
ered his  death  as  natural.  I would 
not  have  considered  nasal  or  IV 
feeding. 

My  mother,  her  brother  and  my 
uncle  complained  of  severe  arm 
pain  after  hemiplegia  brought  on  by 
cerebrovascular  accidents.  They 
felt  they  had  suffered  enough  and 
they  were  ready  to  go.  Many  times 
my  uncle  wished  to  die. 

I have  hesitated  a long  time  be- 
fore speaking  on  this  subject.  I do 
not  want  to  offend  some  people  I 
consider  my  friends.  On  the  other 
hand,  I feel  I must  speak  out  on  this 
because  people  who  are  ready  to 


The  issue  of  professional  liabil- 
ity cuts  across  the  spectrum  of 
professional  enterpreneurship.  All 
who  are  recognized  as  accredited 
professional  men  and  women  are  at 
risk.  The  greater  the  public  expo- 
sure, the  greater  the  risk,  whether 
physician,  engineer,  dentist,  ac- 
countant, manufacturer,  or  others 
(including  attorneys)  engaged  in 
the  delivery  of  professional  service 
in  our  free-trade  culture. 
Throughout  recorded  American 


die  should  be  allowed  to  do  so. 

It  may  be  that  some  will  die  of 
starvation  when  their  brains  are  not 
functioning.  They  curl  up  in  a fetal 
position  and  develop  bedsores. 
They  show  no  outward  sign  of  car- 
ing for  anything.  Why  are  they  be- 
ing kept  alive?  There  comes  a time 
when  you  must  accept  the  inevita- 
ble without  a feeling  of  guilt,  but  a 
feeling  of  sorrow  is  very  normal. 

Putting  nasal  tubes  or  IV  tubes  in 
people  who  are  ready  to  die  is  to 
me  a crime  against  nature.  Charg- 
ing for  this  and  keeping  these  peo- 
ple alive  by  artifical  means  and 
charging  for  their  care  is  bordering 
on  fraud  and  theft.  I strongly  feel 
that  the  money  spent  on  keeping 
alive  those  non-functioning  ready- 
to-die  people  would  be  better  spent 
on  those  who  have  a useful  life 
before  them  and  need  help  for  a 
fuller  life.  Let  us  help  the  living.  Is 
it  right  to  prolong  the  misery  of  the 
dying?  Long  ago,  the  chant  was 
“Let  my  people  go.”  ■ 


history,  there  have  been  instances 
of  physician  incompetence,  negli- 
gence, and  abuse.  These  cases  in 
the  usual  course  of  events  were 
promptly  resolved,  generally  with- 
out great  financial  detriment  to  the 
physician  or  great  financial  gain  to 

Dr.  Berrey  is  medical  director  of  the 
National  Alliance  of  Senior  Citizens  in 
Arlington,  Virginia.  Address  corre- 
spondence to  him  at  4431  Old  Fox 
Trail,  Midlothian  VA  23113. 


BEDFORD  E.  BERREY: 

“The  solution  almost  defies 
reality,  but  it  can  be  done.” 
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the  patient  but  to  the  satisfaction  of 
the  public.  This  has  changed  in 
recent  years.  That  it  has  changed  is 
perhaps  less  the  issue  than  what 
can  be  done  to  reduce  the  stagger- 
ing escalation  of  extravagant,  exor- 
bitant awards  against  the  physician 
by  judge  and  jury.  Here  enters  the 
legal  profession,  its  practitioners  at 
large,  and  their  influence  in  the 
public  arena  of  grievances,  real  or 
imagined. 

Our  society  today  is  litigious. 
Unless  prompt  (and  favorable)  res- 
olution of  a perceived  problem 
(medical  or  other)  is  forthcoming, 
the  immediate  reaction  is  “I’ll  see 
you  in  court,”  (to  be  represented 
by  an  attorney  eager  to  work  for  a 
contingency  fee). 

What  factors  contribute  to  this 
sorry  state?  Should  the  blame  be 
placed  only  on  the  legal  profes- 
sion? I think  not.  Nonetheless,  if 
one  accepts  the  premise  that  there 
is  a plethora  of  attorneys  and  even 
some  with  avarice,  a conclusion 
might  indicate  serious  problems  ex- 
ist within  the  legal  profession. 

Patient  responsibility  for  their 
own  health  and  welfare  cannot  be 
ignored  as  a contributory  factor.  In 
a society  where  third  parties  pay 
for  over  75%  of  professional  serv- 
ices, how  can  one  reasonably  ex- 
pect patients  to  exert  profound  per- 
sonal responsibility  for  their  heaith 
and  welfare?  The  incentive  is  ab- 
sent or  at  best  minimal.  The  age  of 
high-tech  medical  devices  cannot 
be  ignored  as  part  of  the  patient’s 
heightened  expectations  for  rapid, 
complete,  total,  and  irreversible  re- 
covery. Print  and  electronic  media 
hype  provide  subtle  contributions 
to  the  problem. 

Some  physicians  are  incompe- 
tent or  incapacitated.  They  need 
help.  Organized  local  and/or  state 
medicine  has  an  absolute  responsi- 
bility to  the  community  to  remove 
such  physicians  from  the  care  of 


patients.  Society  must  be  aware  of, 
and  resist  the  pressures  from,  the 
medical  associations’  “old  boy” 
network  to  protect  the  incompe- 
tents. Such  physicians  are  not  un- 
known to  their  physician  col- 
leagues. If  professional  liability 
insurance  premiums  are  to  be  re- 
duced to  manageable  proportions, 
organized  medicine  must  do  its 
part.  Take  the  lead!  Demonstrate 
to  the  public  at  large  that  only  the 
brightest  and  the  best  qualified 
physicians  will  insure  that  Primum 
non  nocere  (First,  do  no  harm)  is 
reserved  to  the  practice  of  medicin- 
e.All  too  many  physicians  are  un- 
able to  converse  in  understandable 
English  with  their  patients.  Physi- 
cians often  ignore,  overlook,  or  be- 
lieve they  are  too  busy  to  take  the 
time  to  fufill  communication  imper- 
atives, and  thus  dissatisfaction 
comes  to  the  attention  of  an  avari- 
cious attorney.  Communications 
are  paramount  if  the  sancitity  of  the 
cherished  physician-patient  rela- 
tionship is  to  be  preserved. 

During  their  medical  education, 
students  are  exposed  to  the  philos- 
ophy that  patients  in  teaching  hos- 
pitals must  receive  as  many  tests  as 
the  mind  can  determine,  because 
defensive  medicine  is  now  a fact  of 
life,  particularly  if  one  is  to  stay  out 
of  court.  Thus  medical  students 
and  resident  physicians  are  ex- 
posed to  a philosophy  which  car- 
ries no  incentive  to  conserve  dol- 
lars. 

Premedical  education  often  lacks 
sufficient  attention  to  the  study  of 
the  humanities,  psychology,  politi- 
cal science,  philosophy,  and  ethics. 
Emphasis  is  on  mastering  the  sci- 
ences required  for  admission  to 
medical  school  in  an  intensely  com- 
petitive environment.  Medical  edu- 
cators at  the  under-and  post-gradu- 
ate levels  should  conduct  a critical 
review  of  the  part  they  play  in  our 
dilemma  of  what  to  do  about  in- 


creasing accusations  of  medical 
malpractice. 

Does  the  legal  profession  have  a 
role  to  play  in  solving  the  medical 
malpractice  puzzle?  Yes,  by  insur- 
ing that  law  schools  inculcate  in 
their  traditional  adversarial  philos- 
ophy (so  vital  to  their  existence) 
that  medicine  is  an  art  where  pa- 
tients frequently  perceive  a wrong 
and  that  all  high-tech  medical  appli- 
ances are  not  infallible.  Practicing 
attorneys  deserve  a better  image 
than  “ambulance  chasers”  or 
“contingency  experts.”  Only  they 
can  bring  about  positive  changes 
for  all  society. 

Where  physician  negligence  is 
evident  and/or  incompetence  clear, 
attorneys  have  both  the  obligation 
and  responsibility  to  their  respec- 
tive clients  and  to  society  to  insure 
that  the  judicial  system  protects 
those  deserving  such  protection. 
Where  frivolous  imagination  of 
physician  neglect  or  wrongful  con- 
duct exists  in  the  minds  of  patients, 
attorneys  have  the  equal  obligation 
to  society  to  advise  those  clients 
that  their  intended  law  suit  has  no 
merit.  Judges  and  juries  must  also 
bear  responsibility  for  accepting 
perceived  or  imagined  cases  for 
possible  monetary  awards  for  dam- 
ages based  on  misunderstandings, 
lack  of  communication,  or  other 
criteria  related  more  to  an  art  than 
a science. 

Does  public  policy  have  a role  in 
professional  liability?  The  answer 
is  Yes  when  funds  involved  are 
state  or  national  tax  dollars.  Pro- 
tection of  the  public  treasury  is  a 
rightful  concern  of  state  legisla- 
tures and  the  Congress.  For  Con- 
gress to  interject  itself  into  profes- 
sional licensure,  which  is  solely  the 
perogative  of  each  state,  is  nothing 
short  of  meddling.  Every  state  has 
the  responsibility  and  obligation  to 
protect  its  citizens.  If  state  profes- 
sional organizations  fail  their  re- 
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“Their  desertion  only  increases 
the  burden  for  the  rest  of  us.” 


sponsibility  to  the  public,  state  leg- 
islative bodies  have  a public  trust 
to  uphold — but  that  upholding  must 
be  equitable  and  attorneys  must  be 
policed  as  all  other  professionals. 
This  is  the  Gordian  knot  facing 
state  legislatures,  where  member- 
ship is  predominately  from  the  le- 
gal profession.  A serious  quandary 
exists  for  those  legislators  and  they 
must  insist  on  calm  and  unemotion- 
al legislative  deliberations. 

What  else  in  public  policy  de- 
serves consideration?  Primary 
among  issues  is  the  necessity  for 
the  leadership  of  the  medical  and 
legal  professions  to  focus  jointly  on 
educating  the  public  with  respect  to 
professional  liability.  The  educa- 
tion of  members  of  legislative  bod- 
ies must  command  early  attention. 
All  of  the  public  are  potential  pa- 
tients or  clients,  and  all  deserve  to 
know  the  impact  medical  malprac- 
tice awards  have  on  them  as  indi- 
viduals. 

Entering  this  circular  problem 
to  effect  a positive  solution  for 
society  is  not  easy.  No  group  fa- 
vors admission  of  culpability,  yet 
all  are  guilty  to  a degree. 

The  answers  lie  in  an  open  dis- 
cussion of  the  factors  contributing 
to  the  escalation  of  professional 
liability  cases  by  responsible  lead- 
ers of  the  professions,  assisted  by 
non-professional  citizens  at  large. 
The  latter  should  be  selected  on  the 
basis  of  their  experiences  with  the 
system  and  their  recognized  objec- 
tivity without  regard  to  political 
party;  they  should  not  be  limited  to 
academia  or  vested  interest  groups. 

Such  a solution  almost  defies  re- 
ality. It  can  be  accomplished  by 
men  and  women  of  good  will  who 
desire  solutions  and  who  are  deter- 
mined to  preserve  the  private  prac- 
tice of  medicine  and  the  private 
practice  of  other  learned  profes- 
sions. H 


Many  Medical  Society  of  Vir- 
ginia members  feel  that  the 
House  of  Delegates  deprived  them 
of  their  freedom  of  choice  when 
unified  membership  with  the  Amer- 
ican Medical  Association  was 
passed.  Some  feel  so  strongly 
about  it  that  they  have  either  re- 
signed or  are  sending  in  their  MSV 
dues  without  the  $297  AMA  dues 
part.  That  is  interesting,  because 
physicians  in  non-unified  states  are 
paying  over  $400  in  AMA  dues. 

Let’s  look  at  this  loss  of  freedom 
argument.  What  other  freedoms 
have  physicians  lost? 

What  about  the  freedom  to  de- 
cide when  to  admit  a patient  to  the 
hospital,  a skill  developed  since 
internship?  Now  the  pre-admission 
certification  clerk  makes  that  deci- 
sion, or  a nurse-reviewer  if  the 
physician  disagrees. 

What  about  the  freedom  to  dis- 
charge a patient  when  the  patient  is 
ready?  Now  the  Health  Care  Fi- 
nancing Administration  decides 
that  in  Washington.  If  the  length  of 
stay  exceeds  the  imposed  limit,  a 
black  mark  is  made  on  the  physi- 
cian’s profile. 

Physicians  began  giving  away 
their  right  to  set  fees  when  the  Blue 
Shield  plans  began.  Next  came 
Medicare  in  1965  with  the  “reasona- 
ble” fee.  Now  we  have  the  Medi- 
care fee  freeze  and  the  crunch  with 
the  alternative  delivery  systems. 

Dr.  Alexander  is  a Past  President  of 
The  Medical  Society  of  Virginia.  He 
practices  internal  medicine  at  2037 
Crystal  Spring  Avenue  SW.  Roanoke 
VA  24014. 


What  about  the  freedom  to  select 
where  to  practice?  Now  St.  Paul 
will  not  insure  a physician  entering 
solo  practice,  which  virtually  elimi- 
nates practicing  solo  in  rural  areas. 

Now  to  the  basic  freedom  to 
decide  which  specialty  to  enter. 
Has  your  daughter  or  son  finished 
an  obstetrics  residency  this  year? 
Are  they  going  to  get  insurance? 

What  about  the  freedom  to  select 
the  medication  the  patient  re- 
ceives? The  pharmacists  are  hot 
after  this  one.  What  about  the  free- 
dom to  consult  when  and  with 
whom  you  please?  How  long  do 
you  think  HMOs  and  PPOs,  not  to 
mention  the  HCFA,  are  going  to  let 
you  get  away  with  that?  What 
about  the  freedom  to  operate  on  a 
patient,  when  surgeons  face  the 
universal  indictment  implied  by 
mandatory  second  opinion?  What 
about  the  very  fundamental  free- 
dom to  select  your  own  patients  in 
the  face  of  the  alternative  delivery 
systems? 

Isn’t  it  time  we  took  a very  hard 
look  at  our  priorities?  Aren't  we 
long  overdue  in  throwing  our 
whole-hearted  support  behind  the 
one  organization  with  the  geo- 
graphic scope  and  visibility,  the 
pooled  resources  and  consensus  to 
represent  us,  to  at  least  alter,  if  not 
stem,  this  tide  of  change?  Why  do 
we  insist  on  weakening  The  Medi- 
cal Society  of  Virginia  and  the 
AMA  at  this  crucial  time? 

The  most  frequent  objection  to 
unification  I've  heard  is  that  the 
Society  and  the  AMA  did  not  stop 
all  this  loss  from  happening.  First, 
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our  profession  failed  to  recognize 
and  meet  the  problem  of  not  financ- 
ing the  medical  care  of  the  elderly 
and  poor  by  the  private  sector  in 
the  forties  and  fifties.  How  could 
our  leadership  have  a solution 
when  its  constituency,  our  profes- 
sion, would  not  admit  there  was  a 
problem?  So  we  got  Medicare  and 
Medicaid  in  1965.  Second,  even 
when  the  leadership  offered  a solu- 
tion for  cost  containment  in  the 
seventies,  we  considered  it  a “sell- 
out”— and  so  we  got  PSROs  and 
HSAs.  What  specialty  organiza- 
tions were  on  the  Washington 
scene  in  1965  offering  help?  Can 
you  name  one?  But  the  AMA  was 
there,  taking  all  the  blame. 

But  more  directly,  where  were 
we  while  our  AMA  delegates  were 
trying  to  deal  with  all  these  prob- 
lems? Since  the  mid-60s  member- 
ship in  the  AMA  has  declined — 
hardly  a rational  response,  when 
the  AMA  was  having  such  a strug- 
gle. Why  not  get  busy,  involved, 
and  fix  the  system  rather  than 
abandon  it?  Now  that  things  are 
even  worse,  what  does  this  “mat- 
ter of  principle,”  this  unwillingness 
to  share  the  burden  to  fight  for  our 
freedoms,  sound  like?  A cop-out 
on  the  responsibility  to  be  counted 
against  the  very  injustices  that  are 
complained  about. 

Doesn’t  this  remind  you  of  how 
Washington  must  have  felt  at  Val- 
ley Forge,  when,  at  that  critical 
time,  he  could  not  muster  an  army? 
If  so  many  of  those  who  raise  the 
biggest  objections  refuse  to  take  on 
a fair  share  of  the  cost  of  the  fight, 
why  not  draft  them!  Democracies 
have  had  to  do  this  from  time  to 
time,  even  our  own.  And  what 
about  those  who  would  cry  “Foul” 
and  desert  us  in  the  middle  of  the 
war?  Their  desertion  only  in- 
creases the  burden  for  the  rest  of 
us.  ■ 
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Political 
responsibility 
is  responsible 
medicine 


This  year  Virginians  will  elect  all  ten  members  of 
their  U.S.  House  of  Representatives. 

You,  your  spouse  and  VaMPAC  will  determine 
how  many  of  those  elected  will  be  oriented 
toward  the  views  of  medicine. 


Success  at  the  ballot  box  begins  with  the 
thousands  of  concerned  physicians  and  their 
spouses  who  make  up  the  effective  and 
influential  political  voice  of  medicine  called 
VaMPAC.  Through  VaMPAC,  financial  and 
technical  support  is  provided  to  those  candidates 
who  share  similar  views  with  the  medical 
constituency  on  the  delivery  of  quality  health  care 
and  public  policy  issues.  Physicians  control 
VaMPAC — responsible  physicians  like  yourself; 
physicians  who  realize  that  their  political 
involvement  at  the  local  level  and  their  support  of 


VaMPAC  through  membership  and  financial 
contribution  is  essential  to  continuing  the 
influential  voice  of  the  medical  constituency  in 
Virginia. 

Your  voice  and  membership  is  needed.  Join 
with  those  who  realize  that  medicine  is  a 
constituency.  Join  VaMPAC. 

Our  strategy  works.  VaMPAC  contributes  to 
“friendly”  legislators,  avoiding  partisan  battles 
and  concentrates  on  issues  related  to  medicine. 
Because  few  legislators  support  or  oppose  us  all 
of  the  time,  and  most  will  vary  depending  upon 
the  issue,  VaMPAC  carefully  avoids  partisan 
identification  and  crosses  party  lines  as  needed 
to  reinforce  old  friendships  and  seek  new  ones. 
Occasionally,  such  activities  may  offend  your 
personal  political  orientation;  the  reality  is  that 
legislative  success  cannot  be  achieved  without 
bipartisan  support. 


Please  make  personal  checks 
payable  to  VaMPAC. 

Voluntary  political  contributions  are  not  limited 
to  the  suggested  amount.  VaMPAC  will  not 
favor  or  disadvantage  anyone  based  on  the 
amounts  or  failure  to  make  contributions. 
Contributions  are  subject  to  Federal  Election 
Commission  regulations. 

Tax  Credit 

Depending  on  your  personal  tax  situation,  you 
may  be  eligible  for  a tax  credit  on  your  federal 
return.  Federal  law  allows  you  to  subtract,  di- 
rectly from  the  taxes  you  owe  up  to  one-half 
of  your  total  contributions  to  a candidate  or 
committee,  up  to  a maximum  of  $50  on  an  in- 
dividual return,  or  $100  on  a joint  return. 


VaMPAC  Virginia  Medical  Political  Action  Committee 

4205  Dover  Road;  Richmond,  Virginia  23221 

VaMPAC  is  the  officially  recognized  political  action  committee  of  The 
Medical  Society  of  Virginia.  Political  responsibility  is  responsible  medi- 
cine. 


Membership  categories  Check  one 

Sustaining  membership $100.00  □ 

“PAC  250”  membership  includes  spouse 250.00  □ 


All  memberships  include  annual  membership  in  AMPAC. 


Name  Spouse 

Address  


Short-Term  Results 
of  an  Immunization 
Compliance  Program 

Daniel  M.  Gelfman,  MD, 

John  M.  Witherspoon,  MD, 

David  G.  Buchsbaum,  MD,  and 
Robert  M.  Centor,  MD,  Richmond 

The  Immunization  Practices  Advisory  Commit- 
tee (ACIP)  of  the  Public  Health  Service 
strongly  recommends  annual  influenza  immuniza- 
tion for  high-risk  children  and  adults.1  The  ACIP 
has  also  recommended  immunization  of  high-risk 
patients  with  the  pneumococcal  vaccine.2  Despite 
publication  of  these  recommendations,  immuniza- 
tion rates  are  unacceptably  low.  Only  20%  of  the 
high-risk  patients  receive  influenza  immunization 
each  year  (excluding  the  swine  influenza  program  in 
1976). 3,4  Pantell  and  Stewart  found  that  even  with 
higher  physician  awareness  and  acceptance  of  the 
pneumococcal  vaccine,  utilization  remained  low.5 
Mufson,  in  his  review  of  pneumococcal  disease  in 
Huntington,  West  Virginia,  also  noted  a lack  of 
utilization  of  the  pneumococcal  immunization.6 

Previous  research  has  focused  on  methods  of 
increasing  immunization  rates  in  the  primary  care 
setting.  In  1982  Cohen  showed  that  checklists  im- 
proved the  rate  at  which  physicians  utilized  preven- 
tive medical  procedures.7  Ratner  and  Fedson  found 
that  an  immunization  program  introduced  to  pa- 
tients by  clinic  secretaries  improved  immunization 
rates.8  With  this  patient-directed  system  54%  of 
their  high-risk  patients  received  influenza  vaccine 
in  1978  and  45%  in  1979.  However,  only  24%  of  the 
high-risk  patients  received  pneumococcal  vaccine 
during  this  time.  More  recently,  McDonald  et  al 
developed  a computerized  system  for  reminding 
physicians  to  incorporate  preventive  medical  proce- 
dures into  their  outpatient  practices.  Immunization 
utilization  with  this  system  still  remained  relatively 
low;9  only  46%  of  the  high-risk  patients  received 

From  the  Division  of  General  Medicine  and  Primary 
Care,  Department  of  Medicine,  Medical  College  of  Vir- 
gina/Virginia  Commonwealth  University.  Address  corre- 
spondence to  Dr.  Gelfman  at  11610  Timberly  Waye, 
Richmond  VA  23233.  Submitted  12-9-85. 


influenza  vaccine  and  51%  received  pneumococcal 
vaccine.  Davidson  and  colleagues  developed  a 
nurse-initiated  program.10  Again,  immunization  rates 
for  high-risk  patients  were  only  40%-50%. 

This  report  describes  an  immunization  program 
with  many  aspects  of  other  less  successful  programs. 

Methods 

The  immunization  reminder  questionnaire  was 
designed  as  a letter  from  a concerned  colleague. 
Physicians  responded  to  eight  questions  which 
identified  high-risk  patients  needing  pneumococcal 
and  influenza  immunization  based  upon  the  follow- 
ing criteria  drawn  from  the  recent  literature:11,12 
absence  of  immunization,  age  (>65  for  influenza 
immunization,  >50  for  pneumococcal  immuniza- 
tion), asplenism  for  pneumococcal  immunization, 
and  presence  of  chronic  disease  for  both  immuniza- 
tions. Patients  were  recommended  for  immuniza- 
tion at  a later  date  if  they  were  eligible  but  had  a 
current  febrile  illness,  were  pregnant,  were  nursing 
mothers,  or  were  currently  undergoing  immunosup- 
pressive therapy.  Patients  were  excluded  from  in- 
fluenza immunization  if  they  had  an  egg  allergy. 
Alcoholism  was  not  considered  a criterion  for  pneu- 
mococcal immunization  due  to  problems  of  defini- 
tion.13,14 

The  questionnaires  were  placed  on  the  patients’ 
charts  at  their  regular  scheduled  visits  during  the 
influenza  season  (October  through  January).  Clinic 
nurses  recorded  injections  of  vaccine  in  the  chart’s 
health  maintenance  record.  Both  vaccines  were 
given  simultaneously  when  indicated.15  The  pro- 
gram was  introduced  to  housestaff  and  attending 
physicians  informally  at  conferences.  During  the 
first  week  of  the  program,  prior  to  data  collection, 
an  attempt  was  made  to  contact  physicians  who  did 
not  utilize  the  reminders  to  emphasize  the  impor- 
tance of  immunization  for  their  high-risk  patients. 

A prospective  chart  review  was  undertaken  uti- 
lizing every  third  patient  that  came  to  the  clinic. 
Patients  were  excluded  from  the  study  if  they  were 
acutely  ill  or  if  they  refused  vaccine  because  of 
severe  reaction  in  the  past.  The  first  sampling  was 
in  October  1983,  prior  to  initiation  of  the  program 
but  well  into  the  immunization  season.  The  second 
was  in  November  1983,  after  initiation  of  the  pro- 
gram. The  third  was  in  April  1984,  three  months 
after  discontinuing  the  program.  Only  pneumococ- 
cal vaccine  utilization  was  analyzed  in  the  final 
period.  (Influenza  vaccine  was  not  indicated  in 
April). 

We  examined  the  rates  at  which  physicians  of- 
fered immunizations  and  the  rates  at  which  patients 
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received  vaccines  by  calculating  the  episodic  rates 
of  immunization  during  each  sampling  period.  The 
episodic  rate  of  immunization  was  defined  as  the 
number  of  eligible  high-risk  patients  who  were 
offered  or  who  received  each  vaccine  at  a specific 
visit  divided  by  the  number  for  whom  each  vaccine 
was  indicated.  The  number  indicated  was  defined  as 
the  number  of  eligible  patients  minus  the  number  of 
patients  that  had  been  previously  offered  vaccina- 
tion. This  allowed  us  to  determine  the  extent  to 
which  the  changes  noted  in  immunization  practices 
were  due  to  changes  in  the  rates  of  immunization 
per  visit.  Chi-square  statistics  were  used  to  com- 
pare the  different  groups. 

Results 

Charts  were  reviewed  until  a total  of  100  patients 
who  were  at  high  risk  for  severe  pneumococcal 
disease  were  obtained.  In  the  October  1983  sam- 
pling period,  123  charts  were  examined  over  a 
seven-day  period.  Of  these,  100  patients  were  at 
high-risk  for  severe  pneumococcal  disease  and  70 
were  at  high-risk  for  severe  influenza  infections. 
One  month  later  (November  1983),  a review  of  125 
charts  yielded  100  patients  at  high  risk  for  severe 
pneumococcal  disease  and  88  patients  at  high  risk 
for  severe  influenza  infection.  In  April  1984  a 
review  of  124  charts  yielded  100  patients  who  were 
at  high-risk  for  pneumococcal  disease.  Patients 
sampled  during  the  three  periods  were  drawn  from 
the  practices  of  53,  51,  and  48  of  the  90  physicians 
who  practiced  in  the  clinic  during  the  study. 

The  influenza  immunization  results  are  shown  in 
Table  1.  During  the  first  sampling  period,  only  three 
of  the  70  high-risk  patients  were  offered  influenza 
vaccine;  none  had  been  previously  offered  immuni- 
zation during  that  influenza  season.  Of  these  three, 
two  accepted  immunization  and  one  refused.  Dur- 
ing the  second  sampling  period,  71  of  the  88  high- 
risk  patients  were  offered  the  vaccine;  four  had 
been  previously  offered  vaccine.  Of  these  71  pa- 
tients, 63  accepted  immunization  and  eight  refused. 

The  pneumococcal  immunization  results  are  also 


shown  in  Table  1.  During  the  first  sampling  period 
only  six  of  the  100  high-risk  patients  had  been 
offered  pneumococcal  vaccine;  nine  had  been  of- 
fered immunization  in  the  past  (since  1978).  Of  the 
six  patients  offered  immunization,  five  accepted  it 
and  one  patient  refused.  During  the  second  sam- 
pling period,  62  of  the  100  patients  were  offered  the 
vaccine;  24  had  been  offered  it  in  the  past.  Of  these 
62  patients,  51  accepted  immunization  and  eleven 
patients  refused.  In  the  third  sampling  period  only 
three  of  the  100  high-risk  patients  were  offered  the 
vaccine;  40  had  been  offered  it  in  the  past.  All  three 
of  these  patients  offered  vaccine  were  immunized. 
Many  of  the  patients  in  the  third  sampling  period 
had  not  visited  the  clinic  during  the  immunization 
program. 

A comparison  was  made  of  the  episodic  rates  of 
immunization  per  visit  for  each  vaccine  during  each 
sampling  period.  Prior  to  the  program,  only  4.3% 
and  6.6%  of  the  eligible  high-risk  patients  were 
offered  influenza  and  pneumococcal  vaccines  re- 
spectively, and  2.9%  and  5.5%  of  these  patients 
were  immunized.  During  the  program,  85%  and 
82%  of  eligible  high-risk  patients  were  offered  influ- 
enza and  pneumococcal  vaccines  per  visit  respec- 
tively, and  75%  and  67%  of  these  patients  received 
immunization.  After  discontinuing  the  program, 
only  5.0%  of  the  eligible  high-risk  patients  were 
offered  and  received  pneumococcal  vaccine  (Table 
1).  Immunization  rates  for  both  vaccines  were  sig- 
nificantly greater  during  the  immunization  program 
period  when  compared  to  rates  during  the  pre- 
program period  (p<.001  for  both  vaccines).  Howev- 
er, for  the  pneumococcal  vaccine  there  was  no 
significant  difference  between  immunization  rates 
during  the  pre-  and  post-program  periods  (p>0.5). 

Excluding  the  costs  of  the  vaccines  and  their 
administration,  the  materials  involved  in  the  pro- 
gram cost  less  than  $70.  Physician  acceptance  was 
high;  88%  used  the  questionnaires.  Patient  accep- 
tance also  was  high;  only  15%  of  the  patients 
refused  pneumococcal  vaccine,  and  only  10%  re- 
fused influenza  vaccine. 


Table  1.  Immunization  In  a General  Medical  Clinic 


High-Risk 

Patients 

Not  Previously 
Offered  Vaccine 

Number  Immunizations 

Vaccine 

Offered* 

Refused 

Given* 

Pneumococcal 

100 

October  1983 
91 

6 (6.6%) 

1 

5 (5.5%) 

Influenza 

70 

70 

3 (4.3%) 

1 

2 (2.9%) 

Pneumococcal 

100 

November  1983 
76 

62  (82%) 

11 

51  (67%) 

Influenza 

88 

84 

71  (85%) 

8 

63  (75%) 

Pneumococcal 

100 

April  1984 
60 

3 (5%) 

0 

3 (5%) 

* Figures  in  parenthesis  = % episodic  rate. 
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Discussion 

Influenza  and  pneumococcal  infections  represent 
preventable  morbidity  and  mortality.  Although  phy- 
sicians indicate  an  interest  in  preventive  medicine, 
it  often  does  not  become  part  of  routine  medical 
practice.6,16  This  was  observed  in  our  clinic  during 
the  pre-program  period.  However,  we  were  able  to 
change  this  by  implementing  our  reminder  program, 
which  resulted  in  substantially  higher  immunization 
rates  than  the  previously  reported  programs.8'11 

We  believe  several  factors  influenced  the  effec- 
tiveness of  this  program.  First,  the  personalized 
nature  of  the  questionnaire  apparently  attracted  the 
busy  physician’s  attention.  Second,  the  question- 
naire explicitly  defined  high-risk  patients,  probably 
decreasing  physician  confusion  as  to  who  should 
receive  vaccines.  Third,  the  active  participation  of 
the  nursing  staff  in  encouraging  physicians  to  immu- 
nize their  patients  and  patients  to  accept  vaccines 
was  certainly  important.  Finally,  that  the  patient’s 
own  physician  recommend  the  vaccines  may  have 
increased  patient  acceptance. 

One  limitation  of  this  study  is  that  the  first  two 
randomly  selected  groups  were  not  studied  simulta- 
neously because  our  clinic  is  set  up  as  one  unit  and 
it  would  not  have  been  feasible  to  separate  these 
two  groups.  However,  the  sampling  of  both  groups 
occurred  well  into  the  same  immunization  season 
and  the  sampling  periods  were  separated  by  only 
one  month.  We  also  know  of  no  other  outside 
influences  which  occurred  between  the  first  two 
sampling  periods.  For  these  reasons,  we  believe  the 
immunization  program  was  the  only  important  fac- 
tor responsible  for  the  increased  rates  of  immuniza- 
tion in  the  second  sampling  period. 

It  is  important  to  note  that  this  program  was 
implemented  in  a general  internal  medicine  clinic  in 
a busy  university  training  program  where  most 
housestafif  physicians  are  assigned  to  see  patients 
only  one-half  day  per  week.  The  performance  of 
residents  and  attending  physicians  in  this  type  of 
practice  has  been  described  recently  by  Kosecofif  et 
al.17  It  is  clear  from  their  study  that  preventive 
medical  guidelines  are  not  adhered  to  well.  They 
suggest  that  the  clinic  organization,  along  with  low 
emphasis  on  outpatient  care  in  these  training  pro- 
grams, contribute  significantly  to  poor  utilization  of 
these  procedures. 

Immunization  practices  in  our  clinic  improved 
dramatically  by  implementing  a program  which 
emphasized  immunization.  However,  physicians 
showed  no  improvement  in  their  immunization 
practices  after  discontinuing  the  program.  The  post- 
program sampling  was  undertaken  after  the  influen- 
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za  season,  and  because  of  this  one  would  expect 
some  decline  in  immunization  rates.  However,  the 
lack  of  any  increase  in  the  rate  of  pneumococcal 
immunization  per  visit  is  revealing. 

Our  results  indicate  that  immunization  programs 
that  encourage  adherence  to  preventive  medicine 
guidelines  need  to  be  in  operation  throughout  the 
year  in  order  to  maintain  their  effectiveness  and 
ensure  acceptable  immunization  rates. 
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Clinical  Note: 
Clinical,  Postmortem 
Diagnoses  Compared 

Hampton  R.  Bates,  Jr.,  MD, 
Richmond,  Virginia 

1 compared  major  clinical  and  postmortem  di- 
agnoses in  my  25  most  recent  autopsies  at  a 500- 
bed  hospital.  The  cases  are  consecutive,  to  mini- 
mize selection  bias,  and  the  number  is  large  enough 
to  be  useful  yet  small  enough  to  be  presented  in 

From  Chippenham  Hospital,  7101  Jahnke  Road,  Rich- 
mond VA  23225.  Submitted  2-11-86. 


concise  tabular  form.  I reduced  my  findings  to 
clinical  accuracy  scores  that  are  similar  to  correla- 
tion coefficients.  The  results  are  shown  below. 

The  autopsies  confirmed  all  major  clinical  diag- 
noses and  revealed  only  a few  conditions  that  had 
been  undetected  during  life.  The  causes  of  many  of 
the  stillbirths  remain  unknown,  but  in  each  case  I 
ruled  out  traumatic,  infectious  and  immunologic 
disorders. 

Antemortem  diagnoses  were  established  by  his- 
tory alone  (Case  6),  by  history  and  physical  exami- 
nation (Case  18),  by  surgical  exploration  (Cases  3, 
4,  5)  and  by  other  procedures,  including  cardiac 
catheterization  (Case  12),  echocardiography  (Case 
13)  and  CT  scanning  (Case  13). 

These  data  support  the  concept  that  significant 
lesions  found  at  autopsy  can  usually  be  detected 
during  life  by  timely  and  judicious  use  of  history, 
physical  examination  and  modern  diagnostic  tech- 
niques. 


Case 

Age  (yrs) 

Sex 

Diagnoses 

Score® 

1. 

59 

F 

acute  leukemia;  hemopericardium®  ® 

0.90 

2. 

— 

M 

0.43  kg  stillborn;  placental  abruption 

1.00 

3. 

60 

F 

carcinomatosis  (ovary);  uremia 

1.00 

4. 

61 

F 

atherosclerosis  of  superior  mesenteric  artery;  small  bowel  infarction 

1.00 

5. 

70 

F 

biventricular  cardiac  failure  unrelieved  by  mitral  valve  replacement;  pulmo- 
nary arteriosclerosis®  ® 

0.50 

6.* 

59 

F 

acute  coronary  artery  disease 

1.00 

j ** 

— 

M 

septicemia  of  newborn  (group  B,  /3-hemolytic  streptococcus);  pneumonia 
with  hyaline  membrane  formation 

1.00 

8. 

79 

F 

cardiac  arrest  following  triple-bypass  coronary  artery  operation 

1.00 

9. 

— 

M 

0.49  kg  stillborn;  placental  abruption 

1.00 

10. 

75 

M 

acute  myocardial  infarction 

1.00 

11. 

— 

M 

0.70  kg  stillborn;  unknown  cause 

1.00 

12.* 

51 

M 

pancoronary  artery  disease  with  congestive  cardiomyopathy;  coronary  artery 
thrombosis®® 

0.95 

13. 

52 

M 

S aureus  septicemia;  aortic  valve  endocarditis;  ruptured  mycotic  cerebral 
aneurysm;  purulent  sinusitis 

1.00 

14. 

— 

F 

1.74  kg  stillborn;  unknown  cause 

1.00 

15. 

— 

M 

3.35  kg  stillborn;  cord  around  neck 

1.00 

16. 

54 

M 

pulmonary  embolism  4 days  after  spinal  fusion  operation 

1.00 

17. 

— 

F 

0.32  kg  stillborn;  unknown  cause 

1.00 

18. 

29 

M 

cerebellar  astrocytoma;  gliomatosis  cerebri®  ® 

0.95 

19  ** 

— 

M 

3.84  kg  stillborn;  unknown  cause 

1.00 

20. 

— 

M 

1.05  kg  stillborn;  unknown  cause 

1.00 

21. 

60 

F 

chronic  active  hepatitis  (non-A,  non-B)  with  cirrhosis;  S faecalis  septicemia 
with  coagulopathy 

1.00 

22. 

— 

F 

2.30  kg  stillborn;  unknown  cause 

1.00 

23. 

— 

M 

2.70  kg  stillborn;  anencephaly;  placental  abruption 

1.00 

24. 

62 

M 

pulmonary  embolism  6 days  after  resection  of  aortic  aneurysm;  healed 
myocardial  infarction 

1.00 

25. 

F 

3.10  kg  stillborn;  ? postmaturity  syndrome®® 

mean  score 

0.80 

+0.96 

® maximum  score  = 1;  fa(a  not  diagnosed  before  autopsy;  * died  at  home;  **  died  at  another  hospital 
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Triumverate 

The  deans  of  Virginia’s  three  medical  schools 


Robert  M.  Carey,  MD  (right),  began  a five-year  term 
as  Dean  of  the  University  of  Virginia  School  of 
Medicine  in  April  of  this  year.  An  internist,  he  was 
head  of  the  Division  of  Endocrinology  and  Metabo- 
lism at  the  time  of  his  appointment. 

Greeting  each  other  below  are  Richard  G.  Lester, 
MD,  Dean  of  Eastern  Virginia  Medical  School  (left), 
and  Stephen  M.  Ayers,  MD,  Dean  of  the  Medical 
College  of  Virginia/Virginia  Commonwealth  Univer- 
sity, who  were  photographed  early  this  year  when 
Dr.  Ayers  was  guest  speaker  at  a meeting  of  the 
EVMS  Dean’s  Club.  Dr.  Lester,  a radiologist,  was 
interim  president  of  Meherry  Medical  College  when 
he  was  recruited  to  become  Dean  at  EVMS  in  1984. 
Dr.  Ayers  was  lured  to  MCV  in  1985  from  St.  Louis 
University,  where  he  was  chairman  of  the  Depart- 
ment of  Medicine  specializing  in  cardiology  and 
cardio-pulmonary  diseases. 
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The  Impaired  Physician 


For  some  years  the  Virginia  State  Board  of 
Medicine  has  exerted  a concentrated  effort  to 
identify  and  discipline  those  physicians  who  have 
been  rendered  incompetent  by  substance  abuse  or 
by  mental  or  physical  disability.  Three  years  ago 
The  Medical  Society  of  Virginia  instituted  a volun- 
tary program  (the  Physicians’  Health  and  Effective- 
ness Program)  which  promotes  the  investigation  or 
intervention  of  any  Virginia  physician  in  that  cate- 
gory. The  two  organizations  have  now  reached  a 
“memorandum  of  understanding’’  which  provides 
for  cross  reporting  of  the  impaired  physician. 

Of  particular  interest  to  physicians  are  the  condi- 
tions under  which  the  Society  must  promptly  report 
to  the  Board: 

1.  When  there  is  evidence  that  a physician  has  a 
substance  abuse  problem  other  than  alcohol, 
regardless  of  whether  or  not  the  physician  agrees  to 
become  involved  in  the  MSV  program. 

2.  When  an  apparently  impaired  physician  refus- 
es to  enter  The  Medical  Society  of  Virginia  Pro- 
gram. 

3.  When  an  impaired  physician  leaves  the  MSV 
program  or  is  determined  to  have  failed  the  program 
by  a three-member  panel  of  The  Medical  Society  of 
Virginia  Physicians’  Health  and  Effectiveness  Com- 
mittee. 

If  there  is  a reason  to  believe  that  a physician 
under  investigation  by  the  Board  is  impaired,  there 
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will  be  prompt  contact  with  The  Medical  Society  of 
Virginia  in  order  to  determine  whether  or  not  the 
physician  is  involved  in  the  Society’s  program. 

Whenever  The  Medical  Society  of  Virginia  is 
involved  in  a case  under  investigation  by  the  Board 
(except  cases  involving  possible  drug  diversion), 
the  Board  will  request  a current  status  report  from 
the  Society.  An  informal  conference  conducted  by 
the  Board  may  determine  that  there  is  no  problem 
other  than  impairment,  and  the  Board  will  take  no 
action.  On  the  other  hand,  if  an  additional  problem 
appears  to  exist,  the  Board  may  recommend  further 
action. 

The  impaired  physician  is  a menace  to  the  public; 
he/she  also  brings  discredit  to  the  profession. 
Prompt  intervention  will  not  only  be  effective  in 
eliminating  danger  to  the  public;  the  rehabilitation 
of  an  effective  physician  may  be  accomplished. 

E.L.K.,Jr. 


Partners 

Pharmacists  are  an  important  link  in  the  health 
care  chain  and  can  be  extremely  helpful  to 
both  physicians  and  their  patients.  However,  phar- 
macists are  at  a distinct  disadvantage  if  physicians 
do  not  definitively  state  their  wishes.  A few  remind- 
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ers:  The  medicine  name,  strength,  amount  and 
dosage  instruction  should  be  accurate.  Particular 
care  is  necessary  if  the  dosage  ordered  is  the  least 
bit  unusual. 

The  number  of  refills  should  be  clearly  indicated. 
Some  physicians  prefer  to  list  the  number  of  refills; 
others  have  all  prescriptions  expire  in  a certain 
length  of  time,  e.g.,  six  months,  and  so  mark  their 
prescription  blanks. 

Forged  prescriptions  are  a problem.  One  deter- 
rent is  the  hand- written  prescription.  Pre-printed  or 


typewritten  prescriptions  make  forging  easier.  Pre- 
scription pads  should  be  carefully  stored  and  dis- 
tributed to  a minimal  number  of  convenient  loca- 
tions. 

When  the  pharmacist  telephones  in  regard  to  a 
problem  prescription,  the  physician  should  be  cour- 
teous and  thankful.  The  call  may  avert  a malprac- 
tice suit.  E.  L.  K.,  Jr. 

Brock  RL.  Marry  a pharmacist’s  daughter.  J Miss  State 
Med  Asso  1986;27:70 


Drug  Product  Substitution 

To  answer  questions  from  physicians  about  the  proper  manner  of  making  a drug  product 
substitution,  the  following  information  was  assembled  by  James  Thomson,  pharmacist  in  the 
Virginia  Department  of  Health’s  Bureau  of  Pharmacy,  which  handles  such  matters  for  the  Virginia 
Voluntary  Formulary  Committee. 

The  only  exception  to  these  examples  concerns  drugs  dispensed  to  patients  covered  by 
Medicaid;  in  those  instances,  directives  by  the  Division  of  Medical  Assistance  Services  should  be 
followed. 

Physician 

1.  Prescribes  drug  by  brand  name  and 
signs  “dispense  as  written’’  signa- 
ture line. 

Pharmacist 

1.  Must  dispense  brand  name  product  prescribed. 

2.  Prescribes  drug  by  brand  name  and 
signs  “Voluntary  Formulary  Per- 
mitted” signature  line. 

2a.  If  the  drug  prescribed  is  listed  in  the  Virginia 
Voluntary  Formulary,  the  pharmacist  may  substi- 
tute a Formulary-listed  generic  product  or  may 
dispense  the  brand  name  product  prescribed. 

b.  If  the  drug  prescribed  is  not  listed  in  the  Virginia 
Voluntary  Formulary,  the  pharmacist  must  dis- 
pense the  brand  name  product  prescribed.  (The 
only  way  in  which  a generic  product  may  be 
substituted  is  for  the  pharmacist  to  contact  the 
physician  and  obtain  authorization  to  dispense  a 
non-Formulary  product.) 

3.  Prescribes  drug  by  generic  name 
and  signs  “dispense  as  written” 
signature  line. 

3.  May  dispense  any  manufacturer’s  product. 

4.  Prescribes  drug  by  generic  name 
and  signs  “Voluntary  Formulary 
Permitted”  signature  line. 

4a.  If  the  drug  is  listed  in  the  Virginia  Voluntary 
Formulary,  the  drug  product  dispensed  must  be 
from  among  those  products  listed  in  the  Formulary. 

b.  If  the  drug  is  not  listed  in  the  Virginia  Voluntary 
Formulary,  any  manufacturer’s  product  may  be 
dispensed. 
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Gerald  J.  Fisher,  MD 

Dr.  Gerald  J.  Fisher,  a former  president  of  the 
Arlington  County  Medical  Society,  died  July  16  at  a 
hospital  in  Glen  Falls,  New  York,  where  he  suffered 
a heart  attack  while  on  a vacation  trip  to  New  York 
and  New  England.  He  was  66  years  old. 

Born  in  Averne,  New  York,  Dr.  Fisher  was 
graduated  from  Yale  University  and  the  Long  Is- 
land College  of  Medicine.  He  had  lived  in  the 
Washington  area  since  1950,  when  he  was  assigned 
to  the  Pentagon  as  an  Army  physician,  and  began 
practicing  internal  medicine  in  Arlington  in  1953. 
He  belonged  also  to  the  Fairfax  County  Medical 
Society,  The  Medical  Society  of  Virginia,  the 
American  Medical  Association,  and  the  Virginia 
Society  of  Internal  Medicine. 

Memoir  of  W.  J.  Sturgis,  Jr. 
1908-1986 

By  John  Rogers  Mapp,  MD 

Dr.  William  Joshua  Sturgis  was  born  in  Frank- 
town,  Virginia,  in  1908,  the  son  of  William  J.  and 
Mary  Grayson  Nottingham  Sturgis,  both  of  old 
Eastern  Shore  families.  His  father  was  a general 
practitioner  who  early  recognized  the  need  for  a 
hospital  in  the  area;  primarily  through  his  efforts, 
the  Northampton- Accomack  Memorial  Hospital 
was  built  and  opened  in  1928. 

Dr.  Sturgis,  Jr.,  was  schooled  locally  and  was 
graduated  from  William  and  Mary  in  1930.  He 
received  his  MD  from  the  University  of  Virginia  in 
1934.  He  interned  in  Church  Home  and  Infirmary  in 
Baltimore.  His  surgical  residency  was  at  Johns 
Hopkins  Hospital  in  gynecology  with  a subspecialty 
in  female  urology.  At  the  outset  of  World  War  II,  he 
joined  the  Army  with  the  rank  of  captain.  He 
subsequently  came  to  serve  with  the  94th  Evacua- 
tion Hospital  of  the  Fifth  Army  from  Salerno  to  the 
Appenines.  He  was  awarded  six  campaign  stars  in 
three  years  overseas  and  was  discharged  with  the 
rank  of  major. 

In  1941,  Dr.  Sturgis  married  Katherine  Glasgow 
of  Salem,  New  Jersey,  a graduate  of  the  Hopkins 
School  of  Nursing.  They  had  a daughter  and  a son. 


The  family  moved  to  Franktown  in  1945.  Dr.  Stur- 
gis developed  a large  practice  and  made  numerous 
friends  throughout  the  Eastern  Shore.  He  loved 
hunting  waterfowl  and  fishing;  the  Sturgises  kept 
horses  and  enjoyed  riding.  Mrs.  Sturgis  died  in 
1977,  and  Dr.  Sturgis  subsequently  married  a friend 
of  his  sister,  Sara  Ann  Gordon,  of  Johnson  City, 
Indiana. 

He  retired  from  practice  in  1978.  At  that  time,  he 
was  recognized  by  the  Northampton-Accomack 
Memorial  Hospital  medical  staff  for  his  excellence 
as  a physician  and  surgeon  and  for  his  kind  and 
friendly  manner  in  the  workplace.  His  retirement 
years  were  spent  quietly — gardening,  boating,  at- 
tending grand  opera,  visiting  museums  and  rela- 
tives, and  playing  bridge  with  friends.  He  died  on 
June  4,  1986,  of  carcinoma  of  the  liver. 

He  is  survived  by  his  widow;  a daughter,  Mrs. 
Susan  Stinson  of  Onancock;  a son,  Christopher 
Sturgis  of  Virginia  Beach;  two  grandchildren;  a 
sister,  Mrs.  Mary  Catherine  Crockett  of  Johnson 
City,  Indiana;  and  a brother,  John  Eddie  Sturgis  of 
Nassawadox. 

Memoir  of  Galen  Craun 
1911-1985 

By  C.  Sherrill  Armentrout,  MD,  and 
N.  M.  Canter,  Jr.,  MD 

Dr.  Galen  Glick  Craun,  Sr.,  of  Harrisonburg  died 
at  Rockingham  Memorial  Hospital,  November  6, 
1985,  after  suffering  a cerebrovascular  accident. 

He  was  graduated  from  Daleville  Academy  in 
1928  and  received  his  bachelor’s  degree  from 
Bridgewater  College  in  1932  then  taught  biology  at 
the  Middlebrook  High  School  prior  to  entering 
medical  school.  Upon  graduation  from  the  Medical 
College  of  Virginia  in  1940,  he  served  his  internship 
at  the  C&O  Hospital  in  Huntington,  West  Virginia. 

In  1942,  he  returned  to  the  Medical  College  of 
Virginia  and  served  as  chief  surgical  resident  under 
the  late  Dr.  I.  A.  Bigger.  Galen  considered  it  a great 
privilege  to  study  under  Dr.  Bigger,  and  this  had  a 
profound  and  lasting  effect  on  both  his  personal  and 
his  professional  life.  After  completing  his  chief 
surgical  residency,  he  was  associated  with  Dr.  H.  P. 


VOLUME  113 


VIRGINIA  MEDICAL/SEPTEMBER  1986 


539 


Mauck  in  the  practice  of  orthopedics  for  a short 
time  before  coming  to  Harrisonburg  to  practice  late 
in  1945. 

Although  as  a complication  of  his  diabetes  he  lost 
his  vision  and  had  to  prematurely  retire  from  his 
practice  in  general  surgery  and  orthopedics,  he  was 
never  heard  to  complain  but  accepted  that  which 
could  not  be  changed  with  dignity  and  was  always 
thoughtful  and  concerned  for  those  around  him. 

He  was  a member  of  the  Rockingham  County 
Medical  Society,  The  Medical  Society  of  Virginia, 
Southern  Medical  Association,  Southeastern  Surgi- 
cal Congress,  and  the  American  Medical  Associa- 
tion. He  was  a past  president  of  the  Harrisonburg 
Rotary  Club,  and  he  was  active  in  the  civic  affairs  of 
his  community  as  well  as  the  First  Church  of  the 
Brethren. 

He  is  survived  by  his  wife,  Mrs.  Beulah  Spencer 
Craun,  and  three  children,  Mrs.  Karen  Harman, 
William  A.  Craun,  II,  and  Dr.  Galen  G.  Craun,  Jr., 
an  orthopedic  surgeon,  all  of  Harrisonburg. 

His  colleagues  remember  him  as  a very  conscien- 
tious and  capable  surgeon,  as  well  as  a highly 
respected  and  dependable  friend. 

Memoir  of  V.  E.  Kemp 
1938-1985 

by  William  E.  Holland,  MD, 
and  Reno  R.  Porter,  MD 

V.  Eric  Kemp,  Jr.,  MD,  Richmond  cardiologist, 
died  on  July  9,  1985,  at  the  age  of  57.  He  was  born  in 
Lexington,  Virginia,  and  spent  his  childhood  in 
Richmond.  After  graduation  from  the  University  of 
Richmond  and  the  Medical  College  of  Virginia,  he 
obtained  his  postgraduate  training  from  the  United 
States  Naval  Hospital  in  San  Diego,  California,  and 
the  Medical  College  of  Virginia.  He  spent  his  cardi- 
ology fellowship  at  the  Cleveland  Clinic. 

Dr.  Kemp  served  his  country  in  the  United  States 
Navy,  rising  to  the  rank  of  commander. 

After  military  service  he  was  on  the  staff  at  the 
McGuire  VA  Hospital  from  1960  to  1965  and  was  on 
the  faculty  of  the  Medical  College  of  Virginia  from 
1965  to  1977.  During  this  time  he  served  as  the 
Director  of  the  Adult  Cardiac  Catheterization  Labo- 
ratory. Since  he  performed  the  first  selective  coro- 
nary angiograms  in  the  South,  he  was  recognized  as 
a pioneer  and  an  authority  in  this  area  of  cardiology. 
He  was  responsible  for  training  many  physicians  in 
this  technique. 

Dr.  Kemp  contributed  to  major  medical  journals 


in  the  field  of  cardiology.  At  the  time  of  his  death  he 
was  clinical  associate  professor  of  medicine  at  the 
Medical  College  of  Virginia  and  was  director  of  the 
Cardiac  Catheterization  Laboratory  at  Henrico 
Doctors  Hospital. 

He  served  as  past  president  of  the  Richmond 
Chapter  of  the  American  Heart  Association  and  the 
Virginia  Heart  Association.  Honors  included  fel- 
lowship in  the  American  College  of  Cardiology.  He 
was  a member  of  a number  of  organizations,  includ- 
ing the  American  Heart  Association,  Richmond 
Academy  of  Medicine,  The  Medical  Society  of 
Virginia,  American  Medical  Association,  South  At- 
lantic Cardiovascular  Society,  and  Society  of  Cardi- 
ac Angiography.  He  was  also  a member  of  the  First 
Presbyterian  Church  in  Richmond. 

He  was  a respected  teacher  and  dedicated  physi- 
cian and  was  recognized  for  his  sound  clinical 
judgement.  Patients  loved  him  for  his  quiet  compe- 
tence and  compassion.  Dr.  Kemp  was  a devoted 
husband  and  loving  father.  His  fondness  for  sailing 
and  tennis  wre  well  known.  His  passing  grieves  his 
family,  friends,  colleagues  and  patients. 

He  leaves  his  wife,  Mrs.  Susan  R.  Kemp;  a son, 
Dr.  John  E.  Kemp;  two  daughters,  Mrs.  Sally  K. 
Edwards  and  Mrs.  Susan  K.  Ellington;  and  a grand- 
daughter, all  of  Richmond;  a brother,  Mr.  Wilson  E. 
Kemp,  Columbus,  Georgia,  and  a sister,  Mrs.  Ann 
K.  DesPortes,  Sarasota,  Florida. 


Memoir  of  M.  Markowitz 
1920-1985 

By  Panos  Midis,  MD,  C.  L.  Coleman,  MD, 
and  Yale  H.  Zimberg,  MD 

Dr.  Martin  Markowitz  died  on  July  9,  1985,  at  St. 
Mary’s  Hospital.  He  was  stricken  with  a heart 
attack  while  at  home  preparing  to  make  morning 
rounds.  Dr.  Markowitz  was  bom  July  5,  1920,  in 
Brooklyn,  New  York,  and  lived  there  until  he 
attended  college.  After  graduating  from  the  Univer- 
sity of  Richmond  in  1941  with  a BA  degree,  he  did 
postgraduate  work  at  the  University  of  Richmond 
and  received  his  MD  degree  in  1944  from  the 
Medical  College  of  Virginia,  where  he  remained  to 
complete  his  surgical  residency  in  1951. 

During  World  War  II  he  served  as  a captain  in  the 
Army  Medical  Corps  and  as  chief  of  surgery  in 
three  hospital  units  in  Japan.  He  returned  to  Rich- 
mond and  practiced  surgery  until  his  death. 

Dr.  Markowitz  was  a fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Richmond 
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Academy  of  Medicine  and  of  The  Medical  Society 
of  Virginia.  While  president  of  the  Richmond  unit  of 
the  American  Cancer  Society  in  1965  and  1966,  he 
received  a national  award  for  the  unit’s  public 
education  project.  He  served  on  the  board  of  direc- 
tors and  executive  committee  of  the  Virginia  Divi- 
sion of  the  American  Cancer  Society  and  received 
its  professional  education  award  in  1983. 

Mark  had  a great  love  for  hunting  and  the  camara- 
derie that  it  engendered.  He  was  a warm,  kind  and 
compassionate  physician,  highly  regarded  by  his 
colleagues  for  his  knowledge  and  his  sincere  friend- 
ship. He  was  never  in  a hurry  while  with  his 
patients  and  friends  and  always  had  time  to  listen  to 
or  tell  a humorous  anecdote.  He  was  a gentle  man 
who  demonstrated  a high  level  of  surgical  skill.  In  a 
time  of  sophisticated  medical  practice,  he  labored  at 
the  art  of  medicine — never  too  busy  to  listen  to  his 
patients  or  to  spend  time  in  explaining  a procedure. 
We  are  all  the  better  for  having  known  him  and  for 
having  had  the  privilege  of  working  with  him  for 
these  many  years. 

Dr.  Markowitz  is  survived  by  his  wife,  Lula;  two 
daughters,  Elizabeth  McCallister  and  Ann  Mas- 
zaras;  two  grandsons,  Michael  and  Christopher; 
and  two  sisters,  Rose  Lichtiz  and  Edna  Avnet. 

Memoir  of  F.  R.  McGovern 
1907-1985 

By  Jose  M.  Estevez,  MD,  and 
Henry  R.  Bourne,  MD 

Francis  Henry  McGovern,  who  died  on  July  10, 
1985,  was  born  in  Milwaukee,  Wisconsin,  on  Sep- 
tember 17,  1907.  He  was  one  of  three  boys  and  two 
girls  bom  to  Dr.  and  Mrs.  John  Joseph  McGovern. 
He  received  a bachelor  of  arts  degree  from  the 
University  of  Wisconsin  in  1928  and  a doctorate  of 
medicine  from  the  University  of  Pennsylvania  in 

1932.  After  an  internship  at  the  Wisconsin  General 
Hospital  in  Madison,  he  entered  an  eye,  ear,  nose 
and  throat  residency  at  the  University  of  Virginia  in 

1933.  Upon  completion  of  his  training  in  1935,  he 
entered  the  private  practice  of  otolarnygology  in 
Danville,  Virginia.  He  married  Rebecca  Lee  from 
Albermarle  County  on  February  7,  1936.  She  was 
his  inspiration  and  loving  companion  through  the 
years.  They  had  one  son,  Francis  Edward,  profes- 
sor of  law  at  the  University  of  Alabama,  and  three 
grandchildren. 

Francis  McGovern  was  a dedicated  scholar  of 
medicine  and  was  also  devoted  to  the  study  of  the 


history  of  medicine  and  archaeology.  He  was  a man 
of  great  personal  charm  and  a keen  sense  of  humor 
and  had  a genuine  interest  in  other  people.  He 
worked  for  the  educational  enrichment  of  the  com- 
munity and  made  significant  contributions  to  the 
civic  and  cultural  life  of  Danville  and  Pittsylvania 
County.  He  contributed  his  efforts  to  the  building  of 
an  adequate  public  library  for  this  community  and 
participated  actively  in  the  creation  of  the  Danville 
Museum  of  Fine  Arts  andHistory,  serving  as  its  first 
president.  He  and  Rebecca  endowed  a scholarship 
to  the  Danville  Community  College  and  he  served 
as  chairman  of  the  college’s  board.  He  was  active  in 
the  Episcopal  Church  of  the  Epiphany  and  served 
on  the  vestry  for  several  years. 

Dr.  McGovern  was  truly  an  adopted  Virginian. 
He  loved  the  University  of  Virginia  and  worked  for 
its  betterment  all  of  his  life.  As  a clinical  professor 
of  otolaryngology  for  32  years,  he  traveled  to  Char- 
lottesville twice  a month  to  teach  and  to  do  experi- 
mental work  at  the  University.  He  continued  this 
research  even  after  his  official  retirement  in  1978. 
Over  the  years,  he  donated  numerous  rare  books  to 
the  university  library  and  made  many  generous 
bequests  to  the  Department  of  Otolaryngology.  The 
University  of  Virginia  perpetuated  his  love  of  books 
and  learning  in  the  library-audio  visual-conference 
room  recently  inaugurated  as  the  Francis  H.  Mc- 
Govern Learning  Laboratory. 

He  was  a diplomate  of  the  American  Board  of 
Otolaryngology  and  a member  of  all  major  otolaryn- 
gological  societies,  including  the  two  Senior  Societ- 
ies of  the  Triological,  American  Larynogological 
Association  and  American  Otological  Society, 
which  are  limited  to  100  members  each.  He  was  also 
a fellow  of  the  American  College  of  Surgeons  and  of 
the  International  College  of  Surgeons,  a member  of 
the  American  Medical  Association,  the  Southern 
Medical  Association,  and  The  Medical  Society  of 
Virginia,  which  he  served  as  vice  president  and  as 
councilor,  and  many  other  medical  and  civic  organi- 
zations. 

His  great  scientific  love  was  for  otolaryngology. 
He  authored  and  published  over  100  papers  on  all 
aspects  of  otolaryngology,  including  several  firsts, 
such  as  his  report  on  cerebral  air  embolism  follow- 
ing antral  irrigation  and  his  papers  on  coanal  atre- 
sia, which  led  to  the  design  of  the  so  called  “Mc- 
Govern nipple,”  a life-saving  device  for  the 
newborns  afflicted  with  this  condition. 

Over  the  years  Dr.  McGovern  studied  the  lives  of 
many  prominent  physicians  whose  names  and  con- 
tributions to  medicine  are  very  familiar  to  us  but 
whose  personal  lives  were  obscure.  He  looked  into 
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old  archives  all  over  the  world  to  write  his  historical 
papers. 

For  a good  portion  of  the  last  three  decades,  the 
main  effort  of  his  research  was  the  study  of  the 
etiology,  pathogenesis  and  treatment  of  Bell’s  pal- 
sy. The  development  of  an  experimental  model  for 
Bell’s  palsy  and  the  time-consuming,  labor-inten- 
sive harvesting  of  facial  nerves  of  over  100  experi- 
mental animals  led  to  a formulation  of  a revolution- 
ary theory  on  the  pathogenesis  of  this  syndrome. 
His  idea  that  the  triggering  episode  of  Bell’s  Palsy 
and  the  perpetuation  of  the  increased  intracanalicu- 


lar  pressure  was  caused  by  sequential  episodes  of 
mast  cell  degranulation  led  to  a treatment  protocol 
which  was  proven  successful  in  eight  experimental 
animals  and,  over  the  past  ten  years,  on  over  130 
patients.  This  theory  is  increasingly  accepted,  espe- 
cially in  Europe. 

The  untimely  death  of  such  an  outstanding  mem- 
ber of  the  Danville  Pittsylvania  Academy  of  Medi- 
cine was  a great  blow  to  all  of  his  friends,  his  family, 
and  his  patients.  His  enthusiasm,  his  wit,  his  friend- 
ship, his  colorful  but  unpretentious  knowledge,  and 
his  generosity  will  be  sorely  missed. 


Help  for  a troubled  friend 
is  only  a phone  call  away. 

If  you  suspect  a colleague  is  experiencing  problems  with  alcohol  or 
drug  abuse,  don’t  contribute  to  the  “conspiracy  of  silence,”  call  The 
Medical  Society  of  Virginia’s  Physicians’  Health  and  Effectiveness  Com- 
mittee. A non-punitive  approach  through  rehabilitation  is  an  alternative. 
Your  report  is  kept  confidential.  Ask  for  Lorraine  McGehee  at  MSV 
headquarters,  (804)  353-2721. 
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MfALTH  SCIENCES  LIBRARY 
UNIVERSITY  OF  MARYLAND 
BALTIMORE 

OCT  24  1986 

STACKS 


uen  HOI  IQ  CIRC. 


The  Medical  Society  of  Virginia 


Sponsored  Insurance  Programs 


We’ve  Changed... 
To  Serve  You  Better! 


o o 


A New  Office 

We’ve  moved  to  a new  location 
in  Richmond,  a more  centrally 
located  part  of  the  state  and 
headquarters  of  your  Association. 


A New  Name 

The  sales,  service  and  administra- 
tion of  The  Medical  Society  of 
Virginia  plans  is  now  being 
handled  in  the  name  of  John 
P.  Pearl  & Associates,  Ltd.  (Pearl 
had  been  the  parent  company 
of  David  A.  Dyer  & Associates  for 
many  years.) 


Improved  Service 

With  improved  accessability  and 
the  more  efficient  operation  of  ou 
company,  your  service  should  be 
better  than  ever! 


The  endorsement  of  coverage  and  the  appointment  of  our  office  as  agent- 
administrator  remains  unchanged.  And  the  sponsored  plans  below  are  still 
available  to  MSV  members  at  low  group  rates.  For  more  information,  mail 
coupon  or  call  toll-free  on  800-572-2211  (in  the  Richmond  Area  282-9600) 


Mail  this  coupon  to: 

John  P.  Pearl 
& Associates,  Ltd. 

Successor  to 

David  A.  Dyer  & Associates 
Suite  300, 

6620  West  Broad  Street, 
Richmond,  VA  23230-1789 


□ Personal  Excess  Umbrella  D 

□ Disability  Income  D 

D Practice  Overhead  Expense  D 

D Excess  Major  Medical  D 

□ Medicare  Supplement  D 


Term  Life 
In-Hospital  Money 
Comprehensive  Medical 
Major  Medical 

Accidental  Death  & Dismemberment 


Please  send  information  regarding  the  above  checked  plans  available  to 
members  of  The  Medical  Society  of  Virginia. 

| PLEASE  PR1NT| 


Name 


Address 

City  

State  


Zip 


- 


8/86 


Remember  the  1 1 00 

We,  the  1100  Virginia  physicians  whose  liability  cover- 
age is  to  be  dropped  by  PHICO,  will  overcome  this  serious 
hindrance  to  the  practice  of  medicine. 

We  have  resiliency,  tenacity,  and  country  stubborness 
to  survive  and  thrive. 

We  ask  our  colleagues  to  remember  the  1100  and  to 
support  The  Medical  Society  of  Virginia,  especially  in  its 
efforts  to  achieve  tort  reform. 

We,  the  1100,  will  remember  PHICO  when  we  sit  as 
directors  of  hospital  boards,  as  voting  members  at  hospital 
medical  staff  meetings,  and  in  personal  conversations  with 
multi-specialty  physician  groups,  encouraging  careful  scru- 
tiny of  any  PHICO  coverage  under  consideration  for  renew- 
al. 

Cyril  Newman,  MD 

Dr.  Newman  conducts  his  solo  practice  in  obstetrics  and  gynecolo- 
gy at  4051  Cedar  Lane,  Portsmouth,  Virginia  23703.  The  Pennsylvania 
Hospital  Insurance  Company  recently  announced  it  would  not  renew, 
as  of  November  1,  1986,  the  liability  insurance  contracts  of  physicians 
who  practice  solo  or  in  a group  of  less  than  ten  associates. 
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New  videotape  programs 
offer  osteoporosis  answers 

As  a result  of  the  recent  media  spotlight  on 
osteoporosis,  patient  concern  about  the  prevention 
and  treatment  of  the  disease  is  ever  increasing.  We 
as  physicians  must  be  prepared  to  answer  their 
concerns.  The  answers  are  not  simple. 

The  Arthritis  Foundation  has  made  available  a 
two-part  videotape  program  designed  for  physicians 
and  other  clinicians.  The  first  part  is  titled  “Osteo- 
porosis: Can  We  Prevent  It?”  and  the  second  part 
asks,  “How  Can  We  Treat  It?”  The  content  of  the 
program  draws  from  the  recommendations  of  the 
National  Institutes  of  Health  Consensus  Develop- 
ment Conference  on  Osteoporosis,  as  well  as  from 
recent  research  findings.  It  was  produced  by  the 
Arthritis  Foundation  in  conjunction  with  Emory 
University  School  of  Medicine. 

The  programs  are  designed  for  use  in  small 
groups  and  for  self-directed  learning.  They  offer 
two  Category  I continuing  medical  education  cred- 
its when  completed  as  directed.  Each  part  contains 
a 23-minute  videotape,  a moderator’s  guide,  and  a 
copy  of  participant  course  materials. 

For  more  information  about  how  to  obtain  the 
program  for  your  group,  contact  the  Virginia  Chap- 
ter of  the  Foundation  at  (804)  282-5491. 

Eric  C.  Hodeen,  MD 

President, 

Virginia  Chapter,  Arthritis  Foundation 
PO  Box  6772,  Richmond  VA  23220 


New  review  policies,  medical  criteria 
for  disability  determination 

The  Disability  Determination  Services,  a division 
of  the  Department  of  Rehabilitative  Services  which 
administers  the  Society  Security  disability  pro- 
grams, needs  the  help  of  Virginia  physicians.  The 
provisions  of  the  1984  Social  Security  Reform 
Amendments  are  now  being  implemented,  and  they 
have  profound  impact  on  DDS  and  on  physicians 
and  patients.  For  several  years,  Virginia  DDS  has 
been  under  a state  and  national  moratorium  which 


halted  all  decisions  to  remove  disability  recipients 
from  the  benefits  rolls,  pending  the  enactment  by 
the  Social  Security  Administration  of  a medical 
improvement  standard.  With  the  1984  legislation, 
this  medical  improvement  standard  was  enacted. 
Almost  all  patients  who  have  been  receiving  disabil- 
ity benefits  may  have  to  be  reviewed  at  least  once 
every  three  years.  Some  of  these  patients  may  be 
considered  to  be  totally  and  permanently  disabled 
and  not  subject  to  a periodic  review  process.  We 
urge  all  physicians,  however,  to  cooperate  in  pro- 
viding medical  records  and  to  be  assured  that  we 
will  use  a fair  medical  improvement  standard  re- 
quiring proof  of  recovery  consistent  with  realistic 
capacity  to  return  to  work  before  anyone’s  benefits 
will  cease. 

Here  are  other  provisions  of  the  Reform 
Amendments: 

1.  The  Social  Security  medical  criteria,  i.e.,  the 
Listing  of  Impairments,  have  been  revised.  The 
previously  denied  patient  has  the  right  to  reapply 
for  a review  under  the  new  standards. 

2.  Medical  criteria  for  mental  disorders  have 
been  extensively  revised.  Increased  emphasis  has 
been  placed  on  longitudinal  history  as  well  as  day- 
to-day  ability  to  function,  especially  under  stress. 
Records  covering  longer  periods  of  time  and  de- 
tailed information  about  mental  functional  capacity 
must  be  obtained  from  the  medical  community. 

3.  Disability  decisions  in  mental  claims  must  be 
evaluated  and  signed  by  a psychiatrist  or  psycholo- 
gist, and  many  such  specialists  have  been  added  in 
each  of  the  four  DDS  regional  offices  (Richmond, 
Virginia  Beach,  Falls  Church  and  Roanoke). 

4.  The  appeals  process  has  been  changed.  If  an 
individual’s  benefits  cease  as  the  result  of  periodic 
review,  he/she  has  the  right  to  a special  face-to-face 
interview  by  a disability  hearings  officer  to  present 
evidence  which  may  reinstate  benefit  status.  Indi- 
viduals may  continue  to  receive  monthly  benefit 
checks  through  this  as  well  as  through  the  adminis- 
trative law  judge’s  decision.  This  means  increased 
requests  to  the  physician  to  update  medical  records 
on  patients. 

5.  The  treating  physician  is  emphasized  as  the 
primary  source  of  evidence.  DDS  must  obtain  more 
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complete  and  detailed  records  covering  more  ex- 
tended time  periods. 

6.  A national  work-group  is  studying  the  issue  of 
pain.  The  SSA  formerly  took  the  stance  that  pain, 
to  be  allowable,  must  be  documented  by  demon- 
strable cinical  and  laboratory  findings.  This  stance 
may  be  subject  to  change.  Future  requests  for 
medical  findings  may  concentrate  on  analgesic  med- 
ication, dosage  and  response  as  well  as  the  patient’s 
ability  to  function  at  work. 

These  are  ways  Virginia  physicians  can  help  us 
help  the  disabled  patient.  If  DDS  requests  medical 
evidence  on  a patient  already  receiving  benefits, 
please  provide  the  information  as  soon  as  possible. 
Do  not  be  surprised  to  receive  additional  requests 
on  the  same  patient;  the  right  to  reapply,  plus  the 
several  levels  now  present  in  the  appeals  process, 
requires  that  medical  records  be  frequently  updat- 
ed. Try  to  provide  records  for  at  least  12  months.  In 
mental  cases,  provide  detailed  examples  of  day-to- 
day  functioning  and  reaction  to  stress.  If  our  re- 
quests prove  too  burdensome,  have  a secretary 
photocopy  the  file  or  teledictate  the  report  accord- 
ing to  the  instructions  provided  on  the  request  form. 
Last,  we  plan  to  mail  or  send  via  one  of  our  DDS 
medical  relations  officers  a copy  of  the  new  medical 
criteria.  We  ask  Virginia  physicians  to  take  time  to 
review  them  and,  if  there  are  questions  or  prob- 
lems, contact  me  at  (804)  257-0186. 

The  help  of  the  medical  community  is  vital  to 
successful  implementation  of  the  1984  Social  Secu- 
rity Reform  Amendments.  We  deeply  appreciate 
the  cooperation  Virginia  physicians  have  always 
provided  DDS.  We  rely  on  their  continued  goodwill 
and  assistance  to  carry  out  the  provisions  of  the 
new  laws. 

David  C.  Williams,  MD 

Chief  Medical  Consultant 

Disability  Determination  Services 

4900  Fitzhugh  Avenue,  Richmond  VA  23230 
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Physicians  Always  Are 
Referring  To  Our  Reputation. 


% 

Physicians  refer  to  Saint 
Albans  because  of  our  excel- 
lent reputation  as  Virginia’s 
only  full-service,  private,  not- 
for-profit  psychiatric  hospital. 

Since  1916,  that  reputation 
has  been  built  on  compre- 
hensive care.  We  have  fully 
accredited  treatment  programs 
for  adults,  adolescents  and 
substance  abusers.  Specialized 
programs  for  senior  adults, 
the  treatment  of  eating  dis- 
orders, phobias  and  pain 
management  also  are  offered. 

Today,  the  cost  of  such  care 
is  on  the  conscience  of 
patients  and  physicians.  We 
keep  that  in  mind,  too,  and  are  proud  that  Saint  Albans  has  the  lowest  current  average 
patient  daily  charge  of  any  private  psychiatric  hospital  in  Virginia. 

When  you  refer  patients  to  Saint  Albans,  you  can  rely  on  our  reputation  for  the 
best  possible  care  at  the  lowest  possible  cost.  That’s  why  physicians  have  been  refer- 
ring to  us  with  confidence  for  70  years.  Call  today,  toll-free  1-800-572-3120,  for  a 
free  brochure  on  Saint  Albans  Psychiatric  Hospital  or  write  to  “Reputation,”  PO. 


Box  3608,  Radford,  VA  24143, 


Soimt  Albans 
Psychiatric  Hospital 


Private,  Not-For-Profit,  Full-Service 
Psychiatric  Care 


Radford,  Virginia 
1-800-572-3120 

Active  Medical  Staff: 


D.  Wilfred  Abse,  M.D. 
James  K.  Barnes,  M.D. 
Hal  G.  Gillespie,  M.D. 
G.  Paul  Hlusko,  M.D. 
Ronald  L.  Myers,  M.D. 


Basil  E.  Roebuck,  M.D. 
0.  LeRoyce  Royal,  M.D. 
Morgan  E.  Scott,  M.D. 
Don  L.  Weston,  M.D. 
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COUNCILORS  TAKE  ON  THREE  HEAVYWEIGHTS 

Liability  coverage,  membership,  and  peer  review  were 
the  heavyweight  topics  when  The  Medical  Society  of 
Virginia's  Council  met  on  September  6 at  the  Society's 
headquarters  in  Richmond.  President  Charles  M.  Caravati, 
Jr.,  conducted  the  meeting. 

MEMBERSHIP  From  Dr.  J.  Hayden  Hollingsworth, 

Membership  Chairman,  came  the  unsettling 
news  that  1,002  members  had  been  counted  as  lost  as 
of  September  1,  the  delinquency  date  for  1986  dues.  Of 
this  total,  he  said,  207  members  resigned  by  reason 
of  MSV/AMA  unification;  100  resigned  with  no  reason 
given;  30  members  died;  and  665  were  dropped  for  failure 
to  pay  dues.  How  far  off  the  norm  was  that  last  category? 
asked  a councilor.  "We  usually  have  to  drop  between 
150  and  175  who  haven’t  paid,"  replied  Executive  Vice 
President  James  L.  Moore,  Jr.,  "and  then  about  75 
come  back  in  when  they  find  out  they've  been  dropped." 

The  September  1 membership  recap  showed  4,623 
active,  dues-paying  members  still  in  place  and  1,546 
members  who  are  dues  exempt  or  pay  nominal  dues,  i.e., 
associates  @ $25,  residents  @ $10;  with  these  added 
in,  the  recap  yielded  a total  membership  of  6,169. 

"It  seems  to  me  we  have  two  problems,"  offered 
one  of  the  councilors.  "Members  and  money."  Earlier, 

Dr.  Hollingsworth  had  announced  the  Membership  Committee's 
plans  to  mount  a vigorous  campaign  at  the  local  level 
to  retrieve  lost  members.  Speaking  to  the  money  side 
of  the  equation,  the  Executive  Committee  offered  a 
recommendation  to  trim  the  AMA  delegates'  expense 
accounts.  The  Council  adopted  the  recommendation  forthwith. 

The  September  1 recap  also  revealed  that  Virginia's 
unification  netted  1,780  new  members  for  the  AMA, 

Dr.  Hollingsworth  noted  with  satisfaction;  as  a consequence 
the  Virginia  delegation  to  the  AMA  has  been  increased 
by  two  more  delegates  and  their  alternates. 

LIABILITY  COVERAGE  "A  very  complicated  and  fluid 

situation."  Thus  MSV  counsel 

Allen  C.  Goolsby  III  characterized  the  liability  insurance 
scene  in  Virginia.  The  joint  underwriting  association 
authorized  by  the  State  Corporation  Commissioners 
is  "a  short-term  emergency  device,"  Goolsby  opined, 

"until  we  can  get  more  comprehensive  coverage."  The 
first  JUA  premium  "would  not  be  so  bad,"  he  said, 
and  the  50%  surcharge  would  apply  only  until  funding 
is  at  a secure  level.  A difficult  problem,  he  emphasized, 
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You  still  have  someone 
to  turn  to  for  group 
medical  malpractice  protection. 


With  insurance  companies  turning  away  from 
group  medical  malpractice  insurance,  it’s  impor- 
tant to  have  a company  you  can  count  on.  The 
CNA  Insurance  Companies  have  been  a leader  in 
medical  malpractice  protection  since  1960. 

But  more  importantly,  we  kept  our  commit- 
ment to  provide  group  practice  liability  protection 
even  through  the  years  of  malpractice  crises. 

One  reason  we’re  able  to  honor  that  commit- 
ment is  our  financial  strength.  Our  medical 
malpractice  program  is  backed  by  Continental 
Casualty  Company-one  of  the  CNA  Insurance 
Companies  that  has  earned  a financial  strength 
rating  of  A+  from  A.M.  Best  Company,  an 
independent  rating  service. 


As  one  of  the  largest  malpractice  insurance 
providers,  we  specialize  in  protection  for  multi- 
specialty group  practices  of  five  or  more  physicians. 
With  our  years  of  experience,  we’ve  developed 
coverages  and  services  tailored  for  your  group 
practice,  as  well  as  for  individual  physicians  within 
your  group. 

Turn  to  CNA  for  group  malpractice  protection. 
Contact  your  local  CNA  agent,  or 

CNA  Insurance  Companies 
Professional  Liability  Division 
CNA  Plaza 
Chicago,  IL  60685 
(312)822-2229 


The  AGPA/MGMA  endorsed  Medical  Group  Practice  Program 
is  underwritten  by  Continental  Casualty  Company, 
one  of  the  CNA  Insurance  Companies. 
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is  the  expensive  tail  policy  those  who  are  losing 
coverage  will  feel  obliged  to  buy. 

The  Virginia  Insurance  Reciprocal  expects  to 
pick  up  200-300  of  the  physicians  losing  coverage 
under  PHICO's  new  restrictions,  Goolsby  announced. 

St.  Paul  isn't  writing  any  new  policies,  so  there's 
no  help  there.  The  Medical  Society  of  Virginia  is 
conferring  with  other  carriers  in  an  effort  to  introduce 
a new  liability  insurance  program.  One  has  shown  interest 
and  has  promised  a response  in  October,  Goolsby  related. 

Turning  to  tort  reform,  Goolsby  reported  that 
intensive  efforts  are  being  made  to  prepare  a favorable 
climate  of  mind  for  tort  reform  at  the  coming  session 
of  the  General  Assembly,  but  he  believes  that  "each 
of  the  three  carriers  will  have  to  make  concessions," 
especially  as  regards  coverage  for  obstetricians.  "The 
insurance  industry  has  to  take  its  lumps  as  well  as 
the  trial  lawyers,"  he  said. 

As  for  the  new  Virginians  for  Law  Reform  coalition 
with  which  The  Medical  Society  of  Virginia  is  aligned, 

"we  won't  know  how  effective  it  is  until  the  legislature 
convenes,"  commented  Dr.  Ronald  K.  Davis,  chairman 
of  the  MSV  Liability  Study  Committee.  Its  membership 
now  includes  33  major  corporations  and  45  trade 
associations  in  the  state,  he  reported,  and  it  is 
currently  funded  at  $145,000.  He  recommended  that 
the  Society  contribute  $10,000,  thereby  qualifying 
for  a seat  on  the  coalition’s  steering  committee.  The 
Council  agreed  to  the  expenditure. 


PEER  REVIEW  On  hand  to  speak  to  the  councilors  about 

peer  review  was  Dr.  Robert  A.  Morton, 
president  of  the  Medical  Society  of  Virginia  Review 
Organization  and  author  of  the  lead  article  in  this 
issue  of  Virginia  Medical,  who  led  off  by  announcing 
that  the  HCF A has  contracted  with  the  MSVRO  for  another 
two  years  of  peer  review  @ $3  million  per  year.  He 
then  spoke  to  the  Executive  Committee's  concerns  about 
adverse  publicity  centering  around  certain  actions 
of  the  MSVRO.  As  regards  complaints  about  admission 
denials,  the  rate  is  only  2%,  he  said.  He  termed  the 
maligned  denial  letters  to  patients  "regrettable," 
and  said  strenuous  efforts  have  been  made  to  get  HCFA 
to  change  this  procedure  and  "we  seem  finally  to  be 
making  a dent . " 

Then,  referring  to  the  "hot  seat"  he  regularly 
finds  himself  in  at  Council  meetings,  he  said  with 
some  asperity,  "Why  don't  we  get  a divorce,  if  that's 
what  you  want?  Or  change  the  name?  We'll  go  along 
with  whatever  you  want." 

The  discussion  that  followed  included  one  of 
the  case  reports  that  crop  up  whenever  the  councilors 
discuss  the  MSVRO.  He  had  with  him,  one  of  the  councilors 
related,  a hospital  admission  that  was  "kicked  out" 
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simply  because  he  failed  to  enter  the  date  on  the 
application,  and  he  found  this  outrageous.  "Appeal!" 

Dr.  Morton  replied.  "Call  Dr.  [Eugene]  Poutasse  and 
appeal  it!"  Scrutinizing  the  document,  he  found  the 
physician  advisor  had  followed  HCFA  regulations 
scrupulously  but  believed  an  appeal  might  well  set 
the  application  on  course  again. 

In  the  discussion  that  followed,  the  councilors 
agreed  that  there  should  be  neither  divorce  nor  name 
change;  either  one  would  be  misinterpreted  by  the 
patients,  who  identify  peer  review  with  competent 
doctoring  and  would  interpret  any  such  action  as 
abandonment  by  the  Society  of  the  peer  review  principle.  As 
for  the  admission  kicked  out  for  lack  of  a date  and 
other  such  horror  stories,  one  councilor  framed  this 
advice:  "There  is  no  doubt  but  that  peer  review  is 
raising  the  competency  level  of  Virginia  physicians.  We 
have  got  to  put  up  with  the  'nit-picking,'  we  have 
got  to  cross  every  't'  and  enter  every  date,  to  help 
achieve  this  higher  competency."  That  ended  the  discussion. 

Detailed  minutes  of  the  entire  Council  meeting 
are  available  on  request  at  MSV  headquarters. 

PHYSICIAN  UNION  BEACHHEAD  IN  VIRGINIA 

In  Virginia  Beach,  a group  of  physicians  are  about 
to  become  card-carrying  union  members.  They  comprise 
Virginia's  first  chapter  of  the  Union  of  American 
Physicians  and  Dentists,  the  California-based  union 
whose  national  president  is  San  Francisco  surgeon  Sanford 
A.  Marcus.  Dr.  Marcus  spoke  at  a meeting  of  the  Virginia 
Beach  Medical  Society  in  May  and  two  months  later, 
under  the  interim  presidency  of  Dr.  Peter  B.  Blanchard, 
the  chapter  was  underway.  The  official  charter  was 
to  delivered  last  month,  then  the  new  local  is  to 
elect  officers.  As  of  mid-September  65  physicians 
had  joined,  Dr.  Blanchard  told  Virginia  Medical’s 
reporter.  Virginia  is  the  19th  state  in  which  physicians 
have  joined  the  union,  which  is  an  independent  organization 
not  affiliated  with  the  AFL-CIO. 

In  September  Dr.  Marcus  was  back  in  the  Tidewater 
area,  speaking  to  150  doctors  at  a special  meeting 
sponsored  by  the  Norfolk  Academy  of  Medicine.  This 
time,  Dr.  William  A.  Hotchkiss,  Norfolk  Academy  member 
and  AMA  President  Elect,  was  in  the  audience  with 
AMA  counsel  at  his  side.  The  minute  Dr.  Marcus  had 
finished  speaking,  Bill  Hotchkiss  was  on  his  feet 
to  argue  the  case  against  physician  unions,  and  when 
the  floor  mike  failed  and  he  was  invited  to  the  podium, 
the  scheduled  question  and  answer  period  turned  into 
a debate.  Who  won?  "No  one,"  said  one  Academy  member 
as  he  left  the  hall  at  10  pm.  "It  was  just  very 
confusing.  It  made  me  feel  I had  to  choose,  but  I'm 
not  sure  which."  — A . G . 
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A voice  of  one 
whispers . . . 

A voice  of  many 
influences. 


Physicians  control  VaMPAC — responsible  physi- 
cians like  yourself;  physicians  who  realize  that 
their  political  involvement  at  the  local  level,  and 
their  support  of  VaMPAC  through  membership 
and  financial  contribution  is  essential  to  continu- 
ing the  influencial  political  voice  of  medicine  in 
Virginia. 

Your  voice  and  membership  is  needed.  Join  with 
those  who  realize  that  medicine  is  a constituen- 
cy. Join  VaMPAC. 


Thousands  of  physicians  and  their  spouses  con- 
cerned with  the  future  of  medicine  in  Virginia 
make  up  the  strong,  influential  political  voice 
called  VaMPAC. 

Their  individual  participation  has  brought  a high 
degree  of  success  to  the  efforts  of  VaMPAC.  In 
the  last  several  election  cycles  alone,  nearly 
ninety  percent  of  the  candidates  for  political  office 
chosen  to  receive  financial  and  technical  support 
were  elected,  thus  strengthening  medicine’s  posi- 
tion in  the  legislative  forum. 


This  solicitation  is  directed  only  to  members  of  The  Medical  Society  of  Virginia  and  The  Medical  Society  of  Virginia  Auxiliary. 


Please  make  checks  payable  to 
VaMPAC. 

Voluntary  political  contributions  are  not  limited 
to  the  suggested  amount.  VaMPAC  will  not 
favor  or  disadvantage  anyone  based  on  the 
amounts  or  failure  to  make  contributions. 
Contributions  are  subject  to  Federal  Election 
Commission  regulations. 

Tax  Credit 

Depending  on  your  personal  tax  situation,  you 
may  be  eligible  for  a tax  credit  on  your  federal 
return.  Federal  law  allows  you  to  subtract,  di- 
rectly from  the  taxes  you  owe  up  to  one-half 
of  your  total  contributions  to  a candidate  or 
committee,  up  to  a maximum  of  $50  on  an  in- 
dividual return,  or  $100  on  a joint  return. 


\/  TV /TP  A r'  Virginia  Medical  Political  Action  Committee 
ValVIFAL  4205  Dover  Road;  Richmond,  Virginia  23221 
VaMPAC  is  the  officially  recognized  political  action  committee  of  The 
Medical  Society  of  Virginia.  Political  responsibility  is  responsible  medi- 
cine. 


Membership  categories  Check  one 

Sustaining  membership $100.00  □ 

“PAC  250”  membership  includes  spouse 250.00  □ 

Upgrade  sustaining  membership  to  PAC  250 150.00  □ 


All  memberships  include  annual  membership  in  AMPAC. 


Name  Spouse 

Address  


VIRGINIA 

MEDICAL 

OCTOBER  1986 


Peer  Review  in  Virginia 


“To  date , the  MSVRO  has  found  that  99.9%  of 
Virginia  physicians  treating  Medicare  patients  have 
provided  care  that  meets  professionally  recognized 
standards  of  quality.  We  deal  with  the  rare  exception , 
not  the  general  rule , of  Virginia's  medical  practice 


The  Medical  Society  of  Vir- 
ginia has  been  supportive  of 
peer  review  since  the  late 
Sixties  and  early  Seventies,  when  it 
had  a peer  review  committee  to 
study  the  developing  peer  review 
activities  in  hospitals  as  required 
by  the  Joint  Commission  on  the 
Accreditation  of  Hospitals  and  ear- 
ly federal  incursions  into  health 
care  payments.  This  committee 
evolved  into  the  Professional  Stan- 
dards Review  Organization  (PSRO) 
Liaison  Committee  and  ultimately 
into  the  board  of  directors  of  the 
Medical  Society  of  Virginia  Review 
Organization  (MSVRO).  About 
four  years  ago,  the  Society’s 
House  of  Delegates  took  a giant 
step  when  it  decided  that  the  state 
society  should  attempt  to  obtain 
the  contract  for  Medicare  review  as 
mandated  by  the  Durenburger  leg- 


by  Robert  A.  Morton,  MD 

islation,  which  created  the  peer  re- 
view organization  system  through- 
out the  United  States.  The  result 
was  the  creation  in  1984  of  the 
Medical  Society  of  Virginia  Review 
Organization,  a subsidiary  corpora- 
tion of  the  Society. 

As  the  Medical  Society  of  Vir- 
ginia Review  Organization  nears 
completion  of  its  initial  two-year 
contract  to  review  hospital  care 

Long  a leader  in  The  Medical  Society 
of  Virginia’s  peer  review  activities,  Dr. 
Morton  has  been  president  of  the  board 
of  directors  of  the  Medical  Society  of 
Virginia  Review  Organization  since  its 
inception  in  January  1985.  He  is  a di- 
rector of  the  Executive  Committee  of 
the  American  Medical  Peer  Review  As- 
sociation. Address  correspondence  to 
him  at  Suite  118,  18  Roger  Executive 
Center,  Norfolk  VA  23502. 


rendered  to  Medicare  beneficia- 
ries, a survey  of  its  records  makes 
clear  that,  for  the  most  part,  such 
care  is  rendered  efficiently  and  ex- 
pertly and  with  due  concern  for  the 
patient’s  welfare  by  both  physi- 
cians and  hospitals.  Initial  misun- 
derstandings of  the  MSVRO’ s pur- 
pose, difficulties  with  the  DRG 
payment  system,  and  somewhat 
heavy-handed  bureaucratic  edicts 
are  slowly  being  resolved  as 
MSVRO  physicians  and  personnel 
deal  with  the  public,  the  medical 
profession,  hospitals,  and  federal 
officials.  All  parties  are  becoming 
aware  of  the  need  to  preserve  the 
quality  of  medical  care  in  these 
days  of  mandated  cost  contain- 
ment. 

To  date,  the  MSVRO  has  found 
that  99.9%  of  Virginia  physicians 
treating  Medicare  patients  have 
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provided  care  that  meets  profes- 
sionally recognized  standards  of 
quality.  Five  physicians  who  have 
shown  patterns  of  unacceptably 
poor  quality  care  or  who  have 
grossly  or  flagrantly  mismanaged 
patients  have  been  recommended 
by  the  MSVRO  Quality  Assurance 
Committee  and  board  of  directors 
for  exclusion  from  the  Medicare 
program.  Thus  the  record  makes 
clear — and  the  several  hundred 
Virginia  physicians  actively  partici- 
pating in  the  peer  review  program 
can  also  attest — that  the  MSVRO 
deals  with  the  rare  exception,  not 
the  general  rule,  of  Virginia’s  medi- 
cal practice. 

The  MSVRO  has  been  reviewing 
care  in  125  Virginia  hospitals.  Only 
seven  have  shown  some  deficien- 
cies in  providing  quality  care  relat- 
ed to  inadequate  utilization  of  basic 
medical  technology  or  inadequate 
medical  staff  supervision  of  the 
care  being  rendered.  The  governing 
bodies  of  these  hospitals  have  will- 
ingly and  energetically  instituted 
corrective  programs  and  have  ex- 
pressed their  appreciation  for  the 
MSVRO ’s  assistance  in  identifying 
problems. 

In  its  patient  advocacy  role,  the 
MSVRO  has  identified  that  only 
0.87%  of  patients  have  been  dis- 
charged prematurely,  that  is,  in  a 
condition  so  medically  unstable  as 
to  require  readmission  within  sev- 
en days  for  continuing  or  additional 
treatment.  Virginia  physicians,  in 
keeping  with  national  reports,  tell 
us  of  instances  of  economic  pres- 
sures to  discharge  or  transfer  pa- 
tients “sicker  and  quicker.”  Nei- 
ther the  MSVRO  nor  Medicare 
assigns  a length  of  stay;  there  is  no 
such  thing  as  “DRG  days  running 
out,”  and  MSVRO  reviewers  keep 
a careful  watch  on  hospital-initiat- 
ed notices  to  patients  that  dis- 
charge or  transfer  to  a lower  level 
of  care  is  necessary.  Such  notices 
can  only  be  justified  on  a medical 
basis,  not  on  a payment  basis. 


The  MSVRO  is  required  to  rec- 
ommend denial  of  payment  for  un- 
necessary admissions.  The  rate  of 
denial  in  Virginia  (1.17%)  is  one  of 
the  lowest  in  the  nation.  A denial 
represents  the  MSVRO  physician- 
reviewer’s  opinion  that  the  hospi- 
talization was  avoidable.  The  pa- 
tient’s attending  physician  can  and 
should  ask  for  a second  opinion  or 
reconsideration  if  it  is  felt  that  a 
mistake  has  been  made.  The  initial 
denial  is  made  from  a review  of  the 
medical  record,  not  from  the  de- 
gree of  personal  knowledge  that  the 
attending  physician  has  of  the  case. 
Reconsiderations  are  conducted  by 
physicians  of  the  same  specialty  as 
the  attending  physician.  About 
40%  of  initial  denials  are  subse- 
quently reversed. 

The  federally  prescribed  lan- 
guage used  in  the  denial  notices  has 
justifiably  raised  the  concerns  and 
ire  of  physicians,  hospitals,  and 
patients.  The  MSVRO,  along  with 
other  peer  review  organizations, 
has  dealt  with  federal  officials  in  an 
attempt  to  modify  and  soften  the 
potentially  inflammatory  notices 
required  by  the  law.  As  of  this 
writing  we  have  been  notified  that 
substantial  modifications  will  be  al- 
lowed in  the  wording  of  these  no- 
tices. Thus  MSVRO  has  been  an 
effective  representative  of  physi- 
cian concerns  at  the  federal  level. 
In  addition,  MSVRO  physicians 
have  been  invited  to  serve  on  and 
participate  with  various  advisory 
groups  to  the  Health  Care  Financ- 
ing Administration  as  well  as  pre- 
senting information  and  concerns 
to  our  congressional  delegation. 
New  legislation  enhancing  the 
quality  assurance  activities  of  the 
PROs  is  likely  to  be  enacted  by 
Congress. 

As  far  as  cost  containment  is 
concerned,  the  MSVRO  can  docu- 
ment that  for  every  dollar  HCFA 
paid,  at  least  $1 1 was  saved.  There 
is  no  way  to  measure  accurately 
the  savings  resulting  from  changing 


“The  profession  needs 
to  take  a leadership 
position  in  the 
peer  review  arena,  a 
position  it  once  held 
and  cherished. “ 

— Wm.  C.  Felch,  MD1 


practice  patterns  which  result  in 
fewer  admissions  to  hospitals,  but 
it  appears  that  an  additional  $6-7 
million  was  not  spent  by  Medicare 
beneficiaries  in  hospital  deduct- 
ibles and  copayments  because  care 
was  rendered  in  an  ambulatory  set- 
ting. Good  quality  medical  care  is 
the  most  economical  care  in  the 
long  run. 

The  MSVRO  is  required  by  law 
to  offer  review  services  to  non- 
federal  payers  of  health  care  bene- 
fits. This  private  review  activity 
represents  about  10%  of  the 
MSVRO’s  income.  Though  a non- 
profit corporation,  the  MSVRO  has 
recognized  some  excess  income 
over  expenses  in  its  private  review 
program  and  was  able  to  donate 
$50,000  to  The  Medical  Society  of 
Virginia  Foundation  to  be  used  in 
its  scholarship  program. 

The  MSVRO  has  successfully 
concluded  negotiations  with  the 
HCFA  for  an  additional  two-year 


“The  medical  profession 
has  a long  heritage 
of  self-review  and 
criticism.  It  is  part  of 
the  background  training 
of  all  of  us. 

— Wm.  T.  Mixson,  MD2 
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contract  to  run  from  October  1986 
to  October  1988.  In  this  work  pro- 
gram there  will  be  emphasis  on 
preserving  and  enhancing  the  quali- 
ty of  care  and  on  developing  pat- 
terns of  care. 

The  Medical  Society  of  Vir- 
ginia Review  Organization 
must  play  five  roles:  quality 
of  care  advocate,  cost  containment 
agent,  policeman,  educator,  and 
consumer  representative.  Thus  it  is 
supposed  to  be  all  things  to  all 
people,  a difficult  if  not  impossible 
task,  and  it  must  touch  upon  the 
activities  of  excellent  clinicians  as 
well  as  those  few  who,  somewhere 
along  the  way,  have  lost  the  exper- 
tise and  wisdom  expected  of  them 
when  they  were  granted  permission 
by  the  Commonwealth  of  Virginia 
to  deal  with  the  life  and  limb  of 
patients. 

Quality-of-Care  Advocate.  There 
are  built-in  incentives  in  a prospec- 
tive payment  system  for  providers 
to  skimp  on  medical  care.  Some- 
one, namely  the  medical  profes- 
sion, must  monitor  medical  care; 
the  quality  of  care  simply  cannot  be 
allowed  to  deteriorate,  and  when 
found  to  be  less  than  acceptable,  it 
must  be  enhanced.  The  MSVRO 
has  an  excellent  track  record  in 
identifying  and  dealing  with  prob- 
lems of  quality.  Interestingly,  most 
of  these  problems  seem  unrelated 
to  payment  mechanisms  but  rather 
appear  to  be  due  to  poor  clinical 
judgment  and  poor  patient  manage- 
ment. 

Cost  Containment  Agent.  As  a 

profession,  we  are  caught  up  in 
cost  containment  whether  we  like  it 
or  not.  The  public,  through  its 
elected  representatives  and  insur- 
ers, is  demanding  accountability  of 
the  health  care  dollar.  We  must 
change  some  of  our  traditional 
methods.  Hospitalization  is  to  be 
reserved  for  those  who  cannot  be 
logically  or  effectively  managed  in 
any  other  way.  We  must  look  to 


our  legislators  for  relief  from  the 
cost  of  defensive  medicine  occa- 
sioned by  the  liability  litigation  cli- 
mate. The  MSVRO  is  in  the  unen- 
viable position  of  questioning  the 
necessity  of  hospital  admission  and 
even  has  to  require  ambulatory  sur- 
gery in  some  instances. 

There  is  a finite  amount  of  mon- 
ey available  for  health  care  and  an 
almost  infinite  way  to  spend  it. 
Every  physician  should  think 
twice:  first  about  what  is  good  for 
the  patient  and  then  about  the  fi- 
nancial implications  of  the  deci- 
sions. Quality  should  not  be  sub- 
servient to  cost  but  waste  must  be 
curtailed. 

Policeman.  The  policeman’s  lot 
is  not  a happy  one.  Public  percep- 
tion that  the  medical  profession 
does  not  police  itself  is  widespread. 
Medical  societies  in  their  approach 
to  requiring  ethical  practices  have 
been  emasculated  by  the  Federal 
Trade  Commission.  The  JCAH  epi- 
sodically certifies  hospitals  but 
only  after  prior  announcement  of 
the  inspection  causes  intense  prep- 
aration for  the  inspection.  State 
licensing  boards  in  response  to 
public  concerns  are  being  allowed 
to  become  more  effective  in  a disci- 
plinary role  but  spend  a great  deal 
of  time  and  energy  on  impaired 
physicians.  Only  the  Peer  Review 
Organization,  with  its  continuing 
presence  in  monitoring  hospital 
care,  can  identify  those  patterns  of 
care  indicating  a substandard  type 
of  medical  practice.  It  seems  evi- 
dent that  there  should  be  more  in- 
teraction between  the  MSVRO  and 
the  State  Board  of  Medicine. 

Educator.  The  MSVRO  is  not  an 
educational  institution  in  terms  of 
providing  clinical  information  to 
upgrade  a physician’s  skill.  It  can 
and  does  attempt  to  educate  indi- 
vidual physicians  and  hospitals  as 
to  potential  or  actual  problems  in 
patient  care.  Often  this  information 
is  gratefully  received  and  correc- 
tive action  is  successful.  Even 


those  “denial”  letters  which  can 
and  do  rankle  even  the  staunchest 
supporter  of  peer  review  have  an 
educational  component  in  nudging 
physicians  to  be  more  careful  in 
medical  record  documentation  or 
in  decision-making.  However,  it 
seems  evident  that  the  MSVRO 
needs  to  assume  a more  helpful  and 
perhaps  even  a professorial  role  in 
keeping  the  profession  informed  of 
quality  of  care  issues. 

Consumer  Representative.  Con- 
sumers of  health  care  also  need 
educating  as  to  their  personal  re- 
sponsibilities for  their  health  care. 
The  MSVRO  is  not  as  well- 
equipped  to  perform  this  task  as 
are  many  volunteer  health  organi- 
zations, but  it  does  have  an  obliga- 
tion to  respond  to  Medicare  benefi- 
ciaries who  feel  they  have  been 
short-changed  in  some  way  by  the 
system.  The  MSVRO  is  developing 
a consumer  outreach  program  to 
educate  patients  of  their  rights  and 
plans  to  add  a consumer  repre- 
sentative to  its  board  of  directors. 

The  Medical  Society  of  Virginia 
should  be  proud  of  its  position  in 
the  mainstream  of  peer  review.  Its 
five  roles  are  not  inconsistent  with 
the  obligations  and  responsibilities 
of  the  medical  profession.  But  urg- 
ing, nudging,  or  even  requiring 
change  is  not  a popular  role,  as 
Machiavelli  said  in  “The  Prince”: 

It  must  be  considered  that  there 
is  nothing  more  difficult  to  carry 
out,  nor  more  doubtful  of  success, 
nor  dangerous  to  handle,  than  to 
initiate  a new  order  of  things.  ■ 


1.  Felch  WC:  Peer  review:  concept  vs. 
reality.  Internist  1986;27, No. 6:5-6. 
Dr.  Felch  is  editor  of  the  Internist. 

2.  Mixson  WT.  Presidential  address 
before  the  American  College  of  Ob- 
stetricians and  Gynecologists  on 
May  15,  1985. 
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How  the  Sanctioning  System  Works 


X rimary  responsibility  of  the  Medical  Society  of 
Virginia  Review  Organization  is  the  review  of 
health  care  services  subject  to  Medicare  reimburse- 
ment. These  services  must  be  in  compliance  with 
the  Social  Security  Act,  which  stipulates  that  they 
must  be  1)  furnished  economically  and  only  when 
and  to  the  extent  they  are  medically  necessary;  2)  of 
a quality  that  meets  professionally  recognized  stan- 
dards of  care;  and  3)  supported  by  appropriate 
evidence  of  medical  necessity  and  quality.  If  the 
MSVRO  believes  a physician  or  hospital  has  not 
met  one  or  the  other  of  these  obligations,  it  has  the 
authority  to  recommend  a sanction  to  the  Office  of 
the  Inspector  General  in  Washington.  The  sanction 
may  consist  of  exclusion  from  the  Medicare  pro- 
gram for  a period  of  time  or  indefinitely,  or  it  may 
be  a monetary  penalty  commensurate  with  the 
value  of  the  services  involved.  Here  in  summary  is 
how  the  sanctioning  system  works. 

All  medical  records  of  Medicare  beneficiaries  are 
reviewed  for  the  MSVRO  by  non-physician  ana- 
lysts. If  an  analyst  suspects  that  a case  involves 
substandard  care,  the  record  is  sent  to  one  of  the 
MSVRO’ s physician  advisors. 

If  the  physician  advisor  agrees  the  case  is  ques- 
tionable, he  notifies  the  attending  physician  of  the 
problem  and  invites  him  to  respond.  If  there  is  no 
response  or  the  response  is  deemed  inadequate,  the 
advisor  forwards  the  case  to  one  of  the  MSVRO’ s 
six  regional  review  committees. 

Should  the  regional  committee  concur  that  there 
may  have  been  a violation,  the  case  can  go  in  either 
of  two  directions,  depending  on  whether  the  viola- 
tion is  “substantial”  or  “gross  and  flagrant.” 

Substantial  violations  are  sanctionable  only  if  the 
regional  review  committee  believes  a pattern  of 
violations  has  occurred.  These  cases  the  regional 
committee  considers  very  carefully,  trying  to  re- 
solve problems  or  misunderstandings  with  minimal 
intervention  and  preferring  education  to  sanction, 
when  it  will  adequately  protect  the  interests  of 
patients.  That  failing,  the  committee  may  issue  a 20- 
day  sanction  notice,  i.e.,  the  physician  has  20  days 
in  which  to  rebut  in  writing  or  by  meeting  with  the 
committee.  If  the  response  offers  suitable  evidence, 
the  committee  may  dismiss  the  case;  but  if  there  is 
no  response  or  the  response  fails  of  redeeming 
evidence,  the  case  is  referred  to  the  MSVRO’s 


Quality  Assurance  Committee.  Gross  and  flagrant 
violations  involve  imminent  danger  or  high  risk  to 
the  patient.  These  the  regional  review  committee 
always  refers  directly  to  the  Quality  Assurance 
Committee. 

The  statewide  Quality  Assurance  Committee 
consists  of  at  least  one  board-certified  physician 
from  each  of  the  six  regions,  the  MSVRO’s  medical 
director,  two  MSVRO  board  members,  and  for  each 
case,  an  ad  hoc  specialist  from  the  same  specialty  as 
the  physician  under  review.  Currently  represented 
on  the  committee  are  the  specialties  of  family 
practice,  internal  medicine,  general  surgery,  neuro- 
surgery, cardiology,  orthopedics,  anesthesiology 
and  urology.  Whether  the  violation  is  substantial  or 
gross  and  flagrant,  the  Quality  Assurance  Commit- 
tee’s procedure  is  the  same. 

First  the  committee  sends  a 30-day  sanction 
notice  to  the  physician  or  hospital  under  review 
with  a statement  identifying  the  potential  violation, 
information  as  to  how  the  committee  reached  that 
determination,  and  an  invitation  to  submit  pertinent 
written  information  or  meet  with  the  Quality  Assur- 
ance Committee  to  discuss  the  matter.  The  physi- 
cian or  hospital  may  be  accompanied  by  legal 
counsel  and  expert  witnesses. 

If  30  days  pass  without  response  or  if  the  re- 
sponse, either  written  or  in  person,  does  not  satis- 
factorily rebut  the  issues  of  concern,  the  Quality 
Assurance  Committee  must  recommend  a sanction 
to  the  Office  of  the  Inspector  General.  There, 
examiners  have  120  days  in  which  to  decide  if  the 
recommended  sanction  is  to  be  imposed,  modified 
or  dismissed. 

If  the  sanction  is  imposed,  everyone  involved  in 
the  case  is  notified.  Also  alerted  are  state  Medicaid 
fraud  units,  state  licensing  bodies,  skilled  nursing 
facilities,  home  health  agencies,  HMOs,  medical 
societies,  Medicare  carriers  and  contractors,  and 
newspapers  in  the  area. 

The  physician  or  hospital  may  appeal  the  sanc- 
tion in  ascending  succession  before  an  administra- 
tive law  judge,  an  appeals  council,  and  federal 
district  court.  — A.G. 

The  information  for  this  summary  of  the  peer  review 
sanctioning  process  was  provided  by  Douglas  S.  Granger, 
counsel  for  the  Medical  Society  of  Review  Organization. 
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Phonathon 


Galvanized  into  action  by  slug- 
gish membership  renewals, 
members  of  the  Medical 
Society  of  Virginia’s  Membership 
Committee  staged  a “phonathon” 
at  MSV  headquarters  in  a deter- 
mined effort  to  talk  the  laggard 
members  in.  A battery  of  tele- 
phones was  installed,  the  AMA’s 
Department  of  Membership  Devel- 
opment furnished  helpful  material 
and  the  MSV  staff  provided  a geo- 
graphically sorted  list  of  prospects. 
Thus  armed,  sixteen  telephoners 
glued  themselves  to  the  earpieces 
for  five  hours  and  managed  to 
reach  a total  of  386  doctors.  (They 
called  but  could  not  reach  another 
242.) 

For  the  final  report  of  member- 
ship renewals  for  1986,  turn  to  the 
report  of  Council  actions  on  page 
573. 


Dr.  Randolph  J.  Gould, 
Norfolk 

Photos  by  Cyane  Lowden 
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From  left:  Dr.  Ira  D.  Godwin,  Dr.  Barbara  A.  Mella,  and 
Dr.  Sarah  Robinson,  all  of  Fairfax 


Dr.  Eugene  R.  Lareau,  Harrisonburg,  left,  and  Dr.  J.  Hayden 
Hollingsworth,  chairman  of  the  Membership  Committee. 

At  rear,  Dr.  A.  Ashley  Futral,  Jr.,  Winchester. 


Dr.  Frederic  W.  (Ted)  Gray,  Hampton,  left, 
and  Dr.  Frank  S.  Beazlie,  Jr.,  Newport  News 


Dr.  C.  M.  Kinloch  Nelson, 
Richmond 
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AMA  Delegates 

The  141st  Annual  Meeting  of  the 
American  Medical  Association  was 
held  in  June,  and  your  Virginia 
representatives  of  eight  delegates 
and  alternates  attended.  In  addi- 
tion, the  President,  President 
Elect,  and  Speaker  of  the  House, 
as  well  as  representatives  from  the 
Hospital  Medical  Staff  Section  and 
the  Student  Medical  Society,  met 
with  the  delegation. 

The  AMA  House  continues  to 
grow.  As  an  example,  391  dele- 
gates were  seated — 313  represent- 
ing state  medical  associations,  69 
representing  national  specialty  so- 
cieties, and  nine  section  and  ser- 
vice delegates  representing  medical 
students,  medical  schools,  resident 
physicians,  hospital  medical  staffs, 
Army,  Navy,  Air  Force,  United 
States  Public  Health  Service,  and 
the  Veterans  Administration. 

A special  highlight  for  Virginia 
was  to  have  Dr.  William  S.  Hotch- 
kiss assume  the  office  of  President 
Elect  of  the  American  Medical  As- 
sociation. Prior  to  this  position.  Dr. 
Hotchkiss  had  served  as  Chairman 
and  Vice  Chairman  of  the  Board, 
Secretary-Treasurer,  and  had  been 
a member  of  the  Board  of  Trustees 
for  eight  years. 
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Dr.  Harrison  L.  Rogers,  Jr.,  pre- 
sented an  outstanding  presidential 
address  and  cited  a number  of  ways 
in  which  medical  practice  has 
changed  and  how  the  AMA  has 
responded  to  that  change.  He 
urged  physicians  to: 

• show  society  that  they  are  con- 
cerned primarily  that  the  patient 
receives  the  highest  possible  quali- 
ty of  care;  and 

• demonstrate  their  advocacy 
for  their  patients  and  the  medical 
profession  by  contributing  both 
time  and  talent  to  the  betterment  of 
the  community. 

The  House  addressed  a number 
of  major  issues  during  the  five-day 
session.  With  reference  to  mem- 
bership dues,  there  will  be  no  in- 
crease for  1987.  In  a major  effort  to 
strengthen  the  active  involvement 
and  membership  of  young  physi- 
cians in  organized  medicine,  the 
House  established  a new  Young 
Physician  Section  with  a voting 
delegate. 

The  House  amended  and  adopt- 
ed the  final  report  of  the  AMA 
Task  Force  on  Physician  Manpow- 
er. The  report  contained  a number 
of  recommendations  for  determin- 
ing the  need  for  physicians’  serv- 
ices and  for  projecting  the  future 
supply  of  physicians.  The  House 


Public  Relations 600 

Rehabilitation 600 

Rural  Health 601 

Sheriffs  Advisory 601 

Sports  Medicine 601 

State  Bar  Liaison 602 

VaMPAC 602 

Vanguard 603 


also  addressed  the  financing  of 
health  care  for  the  elderly,  compe- 
tition, public  awareness  campaign, 
advertising  of  alcholic  beverages, 
and  professional  liability.  Space 
does  not  permit  a detailed  report  of 
the  many  other  important  actions 
of  the  House. 

Michael  A.  Puzak,  MD, 
Chairman 


Auxiliary  Advisory 

Not  only  did  Medical  Society  of 
Virginia  Auxiliary  members  em- 
bark on  initiatives  to  improve  the 
quality  of  life  in  Virginia  communi- 
ties during  the  past  year,  but  they 
took  advantage  of  opportunities  to 
enhance  medicine’s  image. 

The  component  auxiliaries  en- 
gaged in  numerous  fund-raising  ac- 
tivities to  distribute  $146,700  to 
many  worthy  philanthropic  en- 
deavors. AMA-ERF  contributions 
from  Virginia  totalled  $5 1 ,391 , with 
state  and  local  auxilians  raising 
$42,839  and  physicians  contribut- 
ing $8,552.  Virginia  placed  ninth  in 
the  nation,  according  to  the  Ameri- 
can Medical  Association  Auxiliary. 

The  MSVA  received  extensive 
media  coverage  of  its  programs.  An 
international  health  program  to  aid 
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the  volcano  victims  in  Columbia 
received  over  42  free  public  service 
announcements. 

A statewide  Speakers  Bureau 
comprised  of  Auxiliary  and  MSV 
members  was  organized  to  commu- 
nicate medicine’s  views  effective- 
ly. To  date,  this  effort  has  reached 
over  74,000  persons  through  public 
speaking  events  and  media  cover- 
age. 

Planning  is  underway  for  another 
public  relations  program,  “Pets  for 
People,”  under  the  guidance  of 
President  Elect  Madeline  Sly. 

Under  the  chairmanship  of  Heidi 
Guerrero,  the  Auxiliary  increased 
its  national  membership  to  2,175 
and  won  a national  award  for  orga- 
nizing a new  component,  the  Fau- 
quier County  Medical  Auxiliary, 
and  a national  membership  chal- 
lenge from  North  Carolina.  As  a 
result  of  the  latter,  a North  Caro- 
line dogwood  tree  will  be  planted  at 
MSV  headquarters. 

In  an  effort  to  provide  MSV  and 
MSVA  members  with  a better  un- 
derstanding of  the  liability  prob- 
lem, the  Auxiliary,  with  the  assist- 
ance of  the  Society,  has  initiated 
the  publication  of  a Medical  Pro- 
fessional Liability  Handbook.  The 
St.  Paul  Fire  and  Marine  Compa- 
nies and  the  Virginia  Reciprocal 
Insurance  Company  agreed  to  un- 
derwite  the  cost. 

Auxilians  continued  to  be  our 
ambassadors  by  attending  liability 
hearings  when  many  of  us  could 
not  afford  to  be  away  from  our 
practices.  They  increased  their 
communications  with  legislators 
through  letters,  telephone  calls  and 
personal  contacts.  A legislative 
alert  system  has  been  initiated  and 
stands  ready  for  action.  A phone 
bank  was  organized  by  the  Rich- 
mond Auxiliary. 

Significant  credit  must  be  given 
to  this  year’s  Auxiliary  President, 
Barbara  Vick,  who  has  energetical- 
ly directed  the  Auxiliary  to  great 
accomplishments  and  must  be  con- 


gratulated heartily  on  a job  well 
done.  The  Auxiliary  Advisory 
Committee  is  most  appreciative  of 
her  efforts  and  appreciates  also  the 
continuing  assistance  of  The  Medi- 
cal Society  of  Virginia  in  staff,  en- 
couragement and  funding,  without 
which  the  Auxiliary  programs 
would  not  be  possible. 

H.  Alan  Bigley,  Jr.,  MD, 
Chairman 


Bylaws 

Recommendations 

1.  The  Bylaws  Committee  recom- 
mends that  a moratorium  be  placed 
on  admitting  delegates  from  subspe- 
cialty societies  to  The  Medical  Socie- 
ty of  Virginia’s  House  of  Delegates 
until  a study  can  be  conducted  relat- 
ing to  representation  by  specialty 
societies. 

2.  The  Committee  recommends 
that  councilors,  directors,  commit- 
tee members,  trustees,  partners,  of- 
ficers, and  employees  of  The  Medi- 
cal Society  of  Virginia  be 
indemnified  in  the  performance  of 
their  duties  so  long  as  they  act  in 
good  faith  and  in  a manner  they 
believe  to  be  in  the  best  interests  of 
the  Society. 

The  Committee  was  asked  to 
consider  1)  a request  by  two  sub- 
specialities (American  College  of 
Cardiology  and  Virginia  Occupa- 
tional Medical  Association)  for  del- 
egate representation  in  the  MSV 
House  and  2)  the  need  for  indemni- 
fication of  MSV  officers  and  per- 
sonnel. The  possibility  of  indemni- 
fying additional  persons,  such  as 
chairmen  and  members  of  MSV 
committees,  by  including  them  on 
the  Directors  and  Officers  policy 
the  Society  carries,  but  it  was 
found  that  this  is  not  possible,  pur- 
suant according  to  a decision  ren- 
dered recently  by  the  St.  Paul  Fire 
and  Marine  Companies. 

Robert  L.  A.  Keeley,  MD, 
Chairman 


Cancer 

Recommendation 

That  The  Medical  Society  of  Vir- 
ginia commend  the  Cancer  News 
Quarterly  of  the  Medical  College  of 
Virginia  for  excellence  in  the  report- 
ing of  oncology  to  the  profession. 

General 

Meetings  of  the  Cancer  Commit- 
tee were  held  on  March  19  and 
September  17  to  consider  program 
objectives  and  referred  items. 

Continuing  support  for  and  coop- 
eration with  the  Virginia  Tumor 
Registry  has  resulted  in  strengthen- 
ing of  the  funding  for  the  Registry 
during  1985-1987.  Members  of  the 
Committee  testified  before  both  the 
House  Appropriations  Committee 
and  the  Senate  Finance  Committee 
of  the  General  Assembly  in  support 
of  the  budget,  which  is  secured  for 
the  biennium.  Members  of  the 
Committee  serving  on  the  Adviso- 
ry Committee  to  the  Registry  are  in 
process  of  revising  the  format  for 
reporting  neoplasms  in  order  to 
make  its  nomenclature  more  cur- 
rent and  its  followup  reporting 
more  precise. 

A major  activity  for  the  Commit- 
tee this  year  is  the  early  detection 
of  breast  cancer.  Several  members 
were  appointed  to  the  President’s 
Task  Force  on  Diagnostic  Imaging 
in  the  Early  Detection  of  Breast 
Cancer,  a group  consisting  of  phy- 
sicians and  health  service  adminis- 
trators. 

The  Committee  is  to  sponsor  a 
program  on  “Diagnosis  and  Treat- 
ment of  Primary  Breast  Cancer,” 
in  conjunction  with  the  Virginia 
Division  of  the  American  Cancer 
Society,  at  The  Medical  Society  of 
Virginia’s  annual  meeting  in  No- 
vember. The  program  will  empha- 
size early  detection,  employing  the 
current  technology,  and  the  vari- 
ous modalities  now  recommended. 

Robert  J.  Faulconer,  MD, 
Chairman 
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Child  Health 

In  actions  this  year,  the  Child 
Health  Committee: 

1.  Endorsed  the  appointment  of 
Cullen  Rivers,  MD,  Richmond,  to 
the  Governor’s  Task  Force  for  In- 
digent Health  Care.  Since  approxi- 
mately 50%  of  indigent  patients  are 
children,  Dr.  Beale  wrote  to  Gov- 
ernor Baliles  on  behalf  of  the  Child 
Health  Committee  commending 
Dr.  Ribers’  appointment  and  of- 
fered the  expertise  and  support  of 
the  Committee  in  this  Task  Force, 
receiving  Secretary  Teig’s  accep- 
tance of  this  offer;  stated  that  Med- 
icaid reimbursement  is  inadequate 
and  is  a significant  disincentive  in 
treating  indigent  patients;  and  stat- 
ed that  there  should  be  a “medical 
home  for  all  children,”  to  provide 
continuity  of  care. 

2.  Recommended  an  in-state  as- 
sociate membership  category  (with 
reduced  dues  and  benefits). 

3.  Stressed  the  danger  and  cost 
of  unimmunized  children  and  sup- 
ported the  American  Academy  of 
Pediatrics’  position  statement  in 
this  regard. 

4.  Recommended  limiting  pain 
and  suffering  awards  in  medical 
malpractice  cases  and  changing  the 
statute  of  limitations  for  children  to 
six  plus  two  years. 

5.  With  regard  to  the  Governor’s 
newly  formed  Task  Force  on 
Health  Care  Needs  of  School-Age 
Children,  opposed  the  concept  of 
school-based  health  clinics  except 
in  cases  where  there  is  no  available 
health  care  or  when  indigent  health 
care  efforts  have  failed. 

6.  Stated  that  AIDs  is  not  conta- 
gious through  casual  contact,  and 
therefore  children  with  AIDS 
should  have  free  access  to  school 
except  in  cases  of  those  who  are 
not  toilet  trained.  The  committee 
will  submit  a resolution  to  the 
House  of  Delegates  reflecting  this. 

7.  Endorsed  the  resolution  from 
the  University  of  Virginia’s  De- 


partment of  Pediatrics,  banning  all 
tobacco  use  on  school  property  in 
the  Commonwealth  of  Virginia. 

Jefferson  D.  Beale,  Jr., 
Chairman 


Editorial  Board 

We  think  we  have  had  a good 
year;  we  hope  you  will  agree.  It  has 
been  an  exciting  time,  capped  by 
the  election  of  William  Hotchkiss 
as  President  Elect  of  the  American 
Medical  Association,  an  event  suit- 
ably inscribed  in  the  pages  of  Vir- 
ginia Medical. 

We  are  most  grateful  for  the  sup- 
port afforded  by  our  excellent  Edi- 
torial Board,  the  many  contribu- 
tors, and  especially  the  VIRGINIA 
Medical  staff,  small  in  number 
but  great  in  deeds. 

Edwin  L.  Kendig,  Jr.,  MD, 
Editor 


Education 

The  Education  Committee  met 
on  February  7,  1986,  in  Richmond 
and  reviewed  the  current  status  of 
accredited  organizations  in  Virgin- 
ia. Under  the  guidelines  of  the 
ACCME,  it  was  recommended  to 
the  Society’s  Scientific  Program 
Committee  that  it  seek  accredita- 
tion for  the  annual  program  from 
the  three  medical  schools  on  a rota- 
tional basis.  This  was  agreed  to  by 
the  medical  school  representatives 
on  this  Committee  and  avoids  any 
need  for  further  accreditation  of 
the  Society  to  provide  its  own  pro- 
grams. 

Dr.  Ernest  P.  Buxton  retired  last 
year  as  coordinator  of  CME  for  the 
Society,  and  Dr.  Paul  Mazmanian 
has  joined  us  on  a part-time  basis 
as  CME  adisor.  We  welcome  his 
educational  expertise  and  guid- 
ance. 

Efforts  continue  in  the  rewriting 
of  the  CME  manual  for  Society 


members  and  accredited  organiza- 
tions. This  should  be  available  in 
the  near  future. 

The  CME  office  continues  to 
maintain  a meeting  registry  for  pro- 
grams and  activities  being  provided 
around  the  state.  Accredited  orga- 
nizations and,  indeed,  any  group 
providing  CME  is  encouraged  to 
register  their  meetings  in  an  at- 
tempt to  avoid  major  conflicts  in 
scheduled  gatherings. 

The  Committee  endorses  publi- 
cation by  the  MSV  Auxiliary  of  a 
Medical  Professional  Liability 
Handbook  for  physicians  and 
spouses.  This  should  be  available 
in  the  near  future. 

Categories  of  credit  for  CME 
have  been  changed  to  conform  to 
the  AMA  and  ACCME  system.  All 
printed  materials  have  been  revised 
to  reflect  Category  I and  Category 
II,  or  other.  This  will  be  mailed  to 
the  membership  in  early  1987. 

On  certification,  CME  reports 
from  alphabetical  Group  I mem- 
bers, those  whose  last  names  begin 
with  the  letters  A through  G,  have 
been  received  slowly;  many  incom- 
plete cards  have  been  returned  to 
members  for  further  information. 


ACCREDITED  FOR 
CATEGORY  I CME 


Organizations: 

American  Cancer  Society,  Virginia 
Division 

Eastern  Virginia  Medical  School 
Medical  College  of  Virginia/VCU 
Northern  Virginia  Consortium  for  CME 
University  of  Virginia  School  of 
Medicine 

Virginia  State  Health  Department 
Hospitals: 

Community  Hospital  of  Roanoke  Valley 
Fairfax  Hospital  Association 
Lewis-Gale  Consortium,  Salem 
Memorial  Hospital,  Danville 
Potomac  Hospital,  Woodbridge 
Riverside  Hospital,  Newport  News 
Roanoke  Memorial  Hospital 
Virginia  Beach  General  Hospital 
Winchester  Memorial  Hospital 
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Repeated  mailings  have  necessitat- 
ed a much  larger  postage  expense. 
Of  the  1,964  members  in  Group  I, 
44  have  not  complied  as  of  August 
4,  1986.  All  delinquents  will  be 
reviewed  by  the  Membership  Com- 
mittee before  January  1,  1987.  Of 
18  CME  delinquent  holdovers  who 
had  been  granted  extensions  from 
previous  years,  all  but  two  have 
either  sent  in  satisfactory  makeup 
reports  in  1986,  have  retired,  or  are 
no  longer  members  of  the  Society 
for  other  reasons. 

T.  Eugene  Temple,  Jr.,  MD 
Chairman 


Emergency  Medicine 

Recommendations 

1.  That  The  Medical  Society  of 
Virginia  support  legislation  mandat- 
ing seat  belt  use  in  the  State  of 
Virginia. 

There  is  no  question  that  such 
legislation  would  result  in  an  in- 
creased use  of  seat  belts  by  the 
public,  saving  lives  and  reducing 
injuries  in  auto  accidents  in  addi- 
tion to  saving  millions  of  dollars  of 
both  public  and  private  funds. 

2.  That  The  Medical  Society  of 
Virginia  work  with  appropriate  spe- 
cialty societies  and  the  State  Division 
of  Emergency  Medical  Services  to 
standardize  the  system  of  on-line 
medical  direction  for  pre-hospital 
emergency  care  and  that  the  Society 
adopt  the  position  that  medical  deci- 
sions in  the  field  should  not  be  made 
by  ambulance  attendants  or  para- 
medics without  first  contacting  the 
on-line  medical  director  or  desig- 
nate. 

The  Committee  makes  these  rec- 
ommendations because  the  current 
system  of  determining  on-line  med- 
ical directors  varies  across  the 
state,  and  there  have  been  several 
instances  of  inappropriate  care  by 
ambulance  attendants  and  para- 
medics in  the  field  involving  deci- 
sions not  to  transport  patients  to 


medical  facilities  which  were  made 
without  contacting  medical  control 
and  which  resulted  in  patient  injury 
or  death. 

General 

This  Committee  works  with  the 
Virginia  Chapter  of  the  American 
College  of  Emergency  Physicians, 
the  State  EMS  Advisory  Board, 
and  other  concerned  specialty  soci- 
eties in  the  state  to  resolve  prob- 
lems of  mutual  interest  and  con- 
cern regarding  the  provision  of 
emergency  care  to  the  citizens  of 
Virginia.  At  a joint  meeting  held 
August  8,  the  above  recommenda- 
tions were  discussed,  in  addition  to 
the  following  items,  regarding 
which  no  formal  recommendations 
are  offered  to  the  House  of  Dele- 
gates at  this  time:  1)  That  The 
Medical  Society  of  Virginia  sup- 
port the  continued  development  of 
the  state  system  on  trauma  care  as 
well  as  the  trauma  registry  being 
considered  by  a legislative  study 
group  on  trauma  care  in  the  State 
of  Virginia.  2)  That  The  Medical 
Society  of  Virginia  evaluate  and 
support  any  reasonable  legislation 
attempting  tO‘ further  tighten  laws 
against  driving  while  intoxicated. 
3)  That  The  Medical  Society  of 
Virginia  take  note  that  the  liability 
crisis  is  affecting  the  delivery  of 
emergency  medical  care  in  some  of 
the  more  rural  parts  of  the  state, 
where  physicians  with  great  con- 
cern about  caring  for  high-risk 
mothers  are  referring  them  to  ter- 
tiary care  centers,  almost  invari- 
ably requiring  transport  by  ambu- 
lance; this  leaves  the  local  area 
uncovered  by  an  EMS  unit  for  the 
period  of  time  it  takes  the  ambu- 
lance to  make  the  trip  and  return. 

John  P.  McDade,  MD, 
Chairman 


Highway  Safety 

Recommendations 

1.  That  the  Society  endorse  the 
1987  amendments  to  the  proposed 
Pedestrian  Bill  and  support  it  dur- 
ing the  1987  session. 

2.  That  Resolution  R,  Roadside 
Obstacles,  be  referred  back  to  the 
Portsmouth  Academy  of  Medicine 
for  modification  if  they  wish  it  to  be 
reintroduced. 

Resolution  R was  referred  to  the 
Committee  by  the  1985  House  of 
Delegates  for  further  study.  After 
careful  consideration,  the  Commit- 
tee endorsed  the  concept  of  the 
resolution  as  idealistically  good  but 
impractical  to  implement  as  pre- 
sented. 

3.  That  the  House  of  Delegates 
make  every  necessary  effort  to  effect 
the  passage  of  a mandatory  seat  belt 
bill. 

4.  That  The  Medical  Society  of 
Virginia  support  legislation  incorpo- 
rating the  recommendations  con- 
tained in  House  Document  7,  “Com- 
batting the  Drug-Impaired  Driver.” 

5.  That  the  Society  support  legis- 
lation for  immunity  for  physicians 
who  in  gopd  faith  report  a patient  to 
the  Department  of  Motor  Vehicles 
when  there  is  a medical  condition 
which,  in  the  opinion  of  those  physi- 
cians, is  incompatible  with  the  safe 
operation  of  a motor  vehicle. 

The  Committee  emphasizes  that 
the  physicians  are  not  making  rec- 
ommendations and  is  opposed  to 
mandatory  reporting. 

General 

The  Committee  reviewed  infor- 
mation received  from  physicians  in 
opposition  to  aspects  of  the  revised 
“School  Bus  Driver’s  Application 
for  Physician’s  Certificate.’’  The 
Committee  reaffirmed  its  position 
that  the  form  is  adequate  and  that 
appropriate  equipment  is  not  be- 
yond the  budget  of  physicians  who 
perform  these  examinations.  In  ad- 
dition it  was  noted  that  the  state 
regulations  allow  for  individual 
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A Year  We  Will  AD  Remember 


James  L.  Moore,  Jr.,  Executive  Vice  President 


The  year  1986  will  be  remembered  by  all  con- 
cerned with  The  Medical  Society  of  Virginia, 
members  and  staff  alike.  In  November  of  last  year 
the  House  of  Delegates  voted  to  unify  with  the 
American  Medical  Association.  We  were  instru- 
mental in  getting  substantive  tort  reform  legislation 
introduced  at  the  General  Assembly.  An  insurance 
crisis  has  been  with  us  virtually  all  year.  One  of  our 
members  was  elected  President  Elect  of  the  Ameri- 
can Medical  Association.  Virginia  chaired  the 
Southeastern  delegation  to  the  AM  A.  The  Auxiliary 
launched  a highly  successful  speakers’  bureau  pro- 
gram. The  Medical  Society  of  Virginia  Peer  Review 
Organization  successfully  negotiated  another  two- 
year  contract  with  the  Health  Care  Financing  Ad- 
ministration. 

Unified  Membership 

In  accordance  with  the  decision  of  the  House  of 
Delegates,  The  Medical  Society  of  Virginia  imple- 
mented unified  membership  with  the  AMA  in  Janu- 
ary of  this  year.  During  the  year  our  officers, 
councilors,  vice  councilors,  AMA  delegates  and  the 
Membership  Committee  worked  diligently  to  make 
the  membership  aware  of  the  importance  of  medi- 
cine projecting  a united  front.  These  physicians  and 
others  are  to  be  commended  for  their  tireless  ef- 
forts. 

I am  pleased  to  report  a total  of  236  new  members 
since  January  1,  1986,  and  1,780  more  AMA  mem- 
bers in  Virginia  than  at  this  time  last  year.  On  the 
other  hand,  we  regret  the  loss  of  1,002  members  as 
follows:  207  resigned  by  reason  of  unification;  100 
resigned  with  no  reason  given;  30  members  died; 
and  665  were  dropped  for  failure  to  pay  dues. 

Listed  below  are  the  membership  figures  as  of 
September  1,  1986: 


Active  Members 

4,623 

Past  Presidents 

16 

Associate  Members 

226 

Dues  Exempt 

748 

Residents 

208 

Students 

348 

Total,  September  1,  1986  6,169 


Southeastern  Delegation 

Virginia  was  privileged  in  1986  to  have  one  of  its 
Society  members,  W.  Leonard  Weyl,  MD,  as  chair- 
man of  the  AMA’s  Southeastern  delegation.  This 
important  position  enabled  us  to  lead  the  delegation 
at  the  1985  AMA  interim  meeting  in  Washington  DC 
and  at  the  annual  meeting  in  Chicago  this  past  June. 
This  delegation  is  a strong  voice  within  the  AMA’s 
structure  and  encompasses  the  states  of  Alabama, 
Delaware,  District  of  Columbia,  Florida,  Georgia, 
Kentucky,  Louisiana,  Maryland,  Mississippi, 
North  Carolina,  South  Carolina,  Virginia  and  West 
Virginia. 

Speakers  Bureau 

With  the  blessing  of  the  Society  leadership  and 
staff  assistance,  Auxiliary  President  Mrs.  Barbara 
Vick  launched  a highly  successful  speakers  bureau 
program,  now  reaching  hundreds  of  people  regular- 
ly thoughout  the  state.  Last  year  I reported  on  the 
training  sessions  begun  in  1985;  we  are  now  seeing 
the  impressive  results. 

The  Auxiliary  has  been  extremely  active  this  year 
and,  as  always,  it  has  been  a pleasure  for  me  to 
work  with  these  dedicated  ladies  in  the  enhance- 
ment of  the  medical  profession. 

Presidential  Campaign 

Dr.  Hotchkiss’  successful  campaign  for  President 
Elect  of  the  American  Medical  Association  repre- 
sented an  all-out  effort  on  the  part  of  Society 
leadership,  members,  staff  and  consultants.  We  all 
worked  hard  throughout  the  year,  with  many  mem- 
bers contacting  their  colleagues  and  friends  in  other 
states  on  behalf  of  Dr.  Hotchkiss.  Dr.  Hotchkiss 
personally  called  over  400  AMA  delegates  and 
alternates  and  other  leaders.  Virginia  can  be  proud 
to  have  for  the  fifth  time  a leader  of  Dr.  Hotchkiss’ 
caliber  to  speak  for  organized  medicine  and  to  have 
his  wisdom  and  guidance  during  these  uncertain 
times. 

Tort  Reform 

Comprehensive  tort  measures  were  initiated  by 
The  Medical  Society  of  Virginia  through  our  Com- 
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mittee  on  Professional  Liability.  The  Society  re- 
cently aligned  itself  with  a large  coalition,  Virgin- 
ians for  Law  Reform.  In  addition,  the  Society  has 
participated  in,  and  will  continue  to  make  its  voice 
known  to,  a Joint  Subcommittee  appointed  by  the 
General  Assembly  to  study  the  insurance  crisis  and 
the  need  for  tort  reform. 

During  this  year’s  congressional  luncheon,  MSV 
President  Caravati  and  other  leaders  in  attendance 
made  a direct  appeal  for  our  congressional  delega- 
tion to  support  professional  liability  measures  in 
Congress. 

General  Assembly 

In  addition  to  the  Society’s  work  on  tort  reform, 
we  were  again  active  in  the  lobbying  arena. 
Through  the  hard  work  of  our  lobbying  team, 
VaMPAC,  and  many  Society  members,  we  were 
successful  in  influencing  many  important  aspects  of 
legislation.  One  of  our  most  important  successes 
was  to  deter  a bill  which  would  have  allowed 
optometrists  to  administer  therapeutic  drugs.  Also, 
we  were  influential  in  amending  a bill  which  would 
allow  podiatrists  more  leeway  in  amputation. 

Professional  Liability  Insurance 

There  is  no  doubt  there  is  a professional  liability 
insurance  crisis  in  Virginia.  The  cost  of  liability 
insurance,  of  course  is  a concern  to  us  all.  Of  more 
concern  now  is  availability.  We  want  to  assure  the 
membership  that  the  Society  is  leaving  no  stone 
unturned  in  trying  to  remedy  this  situation.  Many 
options  are  currently  being  explored,  and  it  is  hoped 
by  the  time  of  the  annual  meeting  some  positive 
answers  will  be  forthcoming. 

Congress 

This  year  the  Society  again  maintained  its  close 
working  relationship  with  the  American  Medical 
Association  and  the  Virginia  congressional  delega- 
tion. In  addition  to  our  successful  congressional 
luncheon  in  May,  we  activated  the  Key  Contact 
program  on  many  occasions  in  conjunction  with  the 
AMA’s  efforts  to  ensure  appropriate  Virginia  physi- 
cian input  to  our  representatives  in  Congress  on 
such  important  issues  as  mandatory  draft  registra- 
tion for  physicians. 

We  would  like  to  make  the  membership  aware 
that  the  Society  has  a direct-line  communication 
with  the  AMA  on  a daily  basis  with  reference  to 
federal  legislation.  The  system  is  called  “fednet” 


and  is  tied  into  the  AMA  by  way  of  phone  contact 
through  our  computer  and  word-processing  capabil- 
ities. This  system  allows  us  to  be  in  touch  with  our 
congressional  delegation  on  any  given  day  within  a 
few  hours  concerning  any  pending  legislation. 

A Word  of  Thanks 

I would  like  to  convey  my  personal  thanks  to  the 
hard-working  headquarters  staff  and  all  of  the  Soci- 
ety leadership  and  members  who  were  so  support- 
ive and  helpful  during  my  illness  last  winter.  They 
did  much  to  ease  my  worry  during  my  absence  from 
Society  headquarters  and  made  my  return  as  pain- 
less as  possible.  Few  people  are  so  fortunate  when 
illness  strikes.  Again,  my  heartfelt  thanks  to  all. 

General 

Again  this  year  the  Society  held  a two-day  Coun- 
cil meeting  in  the  spring.  The  April  meeting  was 
well  attended  by  our  committee  chairmen  and  presi- 
dents and/or  representatives  from  our  component 
medical  societies.  Representatives  from  our  spe- 
cialty organizations  were  also  in  attendance.  There 
were  decisions  to  be  made,  items  for  discussion, 
and  an  atmosphere  of  accomplishment  following  the 
conclusion  on  Sunday  afternoon. 

The  membership  should  be  aware  of  a change  in 
location  for  several  annual  meetings.  Council  voted 
to  hold  the  1989  session  in  Richmond  and  to  explore 
the  possibility  of  meeting  in  Norfolk  in  1992.  The 
Society  continues  alternating  the  other  years  be- 
tween Williamsburg  and  the  Homestead. 

The  Committee  structure  within  the  Society  con- 
tinues to  increase.  This  year  we  added  an  HMO 
Feasibility  Committee,  Committee  on  Diagnostic 
Imaging  in  the  Evaluation  of  Breast  Cancer,  Com- 
mittee on  Alternative  Delivery  Systems,  Profes- 
sional Liability  Review  Committee,  and  we  reacti- 
vated the  Committee  on  Aging.  The  committees 
have  been  very  active  throughout  the  year  and  from 
all  of  us  a special  thanks  to  the  chairmen  and 
members  for  their  productive  work. 

Yes,  a year  we  will  all  remember — one  of  tri- 
umph, changes  and  uncertainty.  Through  it  all,  we 
must  always  stand  fast  on  principle  and  be  prepared 
to  fight  even  harder  battles  than  in  the  past.  In 
today’s  complicated  world,  nothing  is  easy.  There 
are  new  challenges  almost  daily.  Let  us  all  face 
them  with  confidence  and  determination  that  in  the 
end  we  will  withstand  the  challenge  and  preserve  an 
honored  medical  profession. 
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regulations  allow  for  individual 
clinipal  judgment  where  appropri- 
ate. 

Carol  S.  Shapiro,  MD, 
Chairman 


Insurance 

The  Insurance  Committee  has 
met  three  times,  handling  a variety 
of  problems  in  this  turbulent  busi- 
ness. 

Medical  liability  has  been  the 
most  perplexing.  Both  St.  Paul  and 
the  Reciprocal  imposed  moratoria 
on  new  business  in  specific  circum- 
stances, which,  upon  analysis,  af- 
fected only  a few  physicians.  But 
then  Phico  withdrew  from  a large 
segment  of  its  Virginia  market,  cre- 
ating a crisis  condition  among  phy- 
sicians other  than  ob-gyns.  In  reac- 
tion to  this,  other  carriers  have 
been  contacted  and  the  State  Cor- 
poration Commission  created  a 
joint  underwriting  association.  St. 
Paul  and  the  Reciprocal  were  re- 
quested to  review  their  positions  to 
see  if  they  could  absorb  some  of 
the  business  discontinued  by 
Phico.  This  year,  St.  Paul  in- 
creased its  rates  for  medical  liabil- 
ity moderately.  The  Reciprocal’s 
increase  was  higher. 

The  sponsored  plans  of  the  Dyer 
Agency,  which  has  moved  to  Rich- 
mond from  Northern  Virginia,  con- 
tinue to  be  well  accepted  by  the 
membership.  A study  of  these  pro- 
grams by  an  independent  consult- 
ing firm  gave  general  high  marks.  A 
similar  study  made  by  the  AMA  in 
comparison  with  its  sponsored  pro- 
grams has  not  been  presented  to 
the  Insurance  Committee. 

Finally,  our  Blue  Cross/Blue 
Shield  program  was  negotiated  in 
the  turmoil  of  the  merger  of  the  two 
state  plans.  Upon  review,  premi- 
ums for  the  last  two  quarters  were 
reduced  5%.  Because  of  the  uncer- 
tainties of  this  competitive  and 
changing  market,  a proposal  for 


health  coverage  equal  to  that  of- 
fered by  the  Blues  was  requested 
from  another  carrier.  This  proposal 
had  been  received  but  not  acted  on 
at  the  time  this  report  was  written. 

The  staff  of  The  Medical  Society 
of  Virginia  continues  its  yeoman 
work  in  the  insurance  area  through 
data  collecting  and  processing  and 
through  providing  service  to  the 
members. 

Alvin  E.  Conner,  MD 


Legislative 

The  need  for  legislation  by  the 
General  Assembly  of  Virginia  to 
give  some  relief  to  the  medical  li- 
ability insurance  crisis  has  been  the 
principal  topic  of  discussion  by  this 
Committee.  Joint  meetings  have 
been  held  almost  monthly  with  the 
Business/Medicine  Coalition  and 
the  Professional  Liability  Commit- 
tee to  plan  actions  which  will  se- 
cure help  from  the  General  Assem- 
bly. Tort  reform  is  being  sought  by 
industries,  too,  and  this  should 
help  us.  However,  the  more  specif- 
ic issues  are  addressed  by  HB  130 
of  Clifton  A.  Woodrum  (D-Roa- 
noke),  and  it  is  the  first  order  of 
priority  for  medicine.  Every  effort 
should  be  made  to  facilitate  its  pas- 
sage in  the  1987  meeting  of  the 
General  Assembly. 

A second  area  of  the  Commit- 
tee’s attention  is  that  of  un-and 
under-compensated  medical  care 
delivery  in  the  Commonwealth  of 
Virginia.  This  is  a problem  magni- 
fied by  the  increase  in  for-profit 
medical  care  plans.  It  includes  the 
failure  of  the  present  Medicaid  sys- 
tem to  compensate  pediatricians 
adequately;  but  in  a broader  sense, 
the  entire  indigent  segment  from 
the  infant  to  the  elderly  needs  to  be 
guarded  by  legislation  which  would 
assume  a certain  minimum  of  medi- 
cal care  and  support.  Reference 
committee  discussion  may  find  an 
answer  to  this  problem  that  we  can 


forward  to  our  legislators. 

The  third  item  of  legislative  con- 
cern is  AIDS.  Thismalady  has 
evolved  into  such  universal  con- 
cern that  the  legislature  cannot  ig- 
nore it  in  theirdeliberations.  The 
Medical  Society  of  Virginia  should 
advise  what  measures  can  be  taken 
to  control  and  to  treat  this  syn- 
drome. 

The  dispensing  of  medicines  and 
medical  devices  by  physicians  for 
profit  is  not  permitted  by  Virginia 
state  law.  This  law  needs  to  be 
examined  and  discussed  so  that  the 
MSV  position  can  be  explained  to 
our  state  legislators. 

It  is  apparent  that  it  is  essential 
in  dealing  with  insurance  compa- 
nies and  state  legislators  to  have  a 
credible  peer  review  organization 
in  place.  The  MSVRO  has  worked 
diligently  and  effectively  to  supply 
us  with  a peer  review  mechanism 
which  provides  the  credibility  that 
is  required.  Affirmation  of  MSV 
support  and  gratitude  is  in  order. 

The  future  of  medical  care  deliv- 
ery may  very  well  lie  in  the  hands 
of  our  state  legislators.  It  is  impor- 
tant that  each  member  of  The  Med- 
ical Society  of  Virginia  know  his  or 
her  legislator  and  be  in  a position  to 
call  on  him  or  her  for  support.  A 
strong  MSV  membership,  know- 
ledgable  of  state  issues  and  work- 
ing with  the  state  legislators,  will 
increase  the  chances  for  a healthy 
future  for  medicine  in  Virginia.  A 
state  key  contact  program  to  work 
closely  with  the  Legislative  Com- 
mittee should  be  established  and 
put  into  place. 

William  W.  S.  Butler  III,  MD, 

Chairman 


Long  Range  Planning 

The  Long  Range  Planning  Com- 
mittee met  several  times  this  year 
and  advised  the  Executive  Com- 
mittee and  Council  on  several  is- 
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sues.  These  issues  have  been  dealt 
with  by  Council  and  will  be  includ- 
ed in  Council’s  report  to  the  House 
of  Delegates.  The  items  discussed 
by  the  Committee  are  1)  insurance 
study;  2)  the  Auxiliary’s  request 
that  the  Society  change  its  annual 
meeting  from  fall  to  spring  (no 
change  was  recommended);  3)  al- 
ternative annual  meeting  sites,  with 
a recommendation  that  every  third 
year  the  annual  meeting  be  held  in 
a site  other  than  Williamsburg  and 
the  Homestead. 

The  Committee  has  no  recom- 
mendations for  the  House  of  Dele- 
gates. 

Percy  Wootton,  MD, 
Chairman 


Maternal  Health 

The  Maternal  Health  Committee 
met  on  July  16,  1986,  with  all  mem- 
bers present.  An  update  on  mater- 
nal and  child  health  activities  was 
given  by  Dr.  Alice  Linyear.  Alpha- 
fetoprotein  screening  is  to  be  avail- 
able to  Health  Department  patients 
this  fall. 

Dr.  Robert  Irvin  gave  a report  on 
the  activities  of  the  Perinatal  Serv- 
ices Advisory  Board.  The  board  is 
in  the  process  of  updating  the 
Statewide  Perinatal  Plan  and  refin- 
ing a “Healthy  Start”  program  that 
would  fund  prenatal  care  to  indi- 
gent patients  without  third-party 
insurance  coverage.  Dr.  Faye  Red- 
wine  summarized  the  eight  mater- 
nal deaths  that  occurred  in  1985. 

The  Committee  reviewed  corre- 
spondence concerning  the  activi- 
ties of  a nurse-midwife  and  again 
unanimously  endorsed  this  nurse- 
midwife  resolution:  “Be  it  resolved 
that  the  Virginia  State  Board  of 
Medicine  should  license  nurse-mid- 
wives to  practice  only  under  the 
direct  supervision  of  a qualified  ob- 
stetrician-gynecologist who  has  full 
active  staff  privileges  in  a JCAH- 
approved  hospital  in  the  same  com- 


munity in  which  the  midwife  prac- 
tices. Should  such  a association 
terminate,  the  license  of  the  mid- 
wife should  be  temporarily  sus- 
pended until  another  association 
with  a qualified  ob-gyn  is  estab- 
lished.” The  Committee  previously 
recommended  this  resolution  for 
approval  by  The  Medical  Society 
of  Virginia,  and  it  was  endorsed  in 
1983  and  1984.  However,  the  State 
Board  of  Medicine  has  not  adopted 
the  resolution.  The  Committee 
unanimously  voted  to  again  send  a 
letter  to  the  Department  of  Health 
Regulatory  Boards  asking  them  to 
endorse  the  nurse-midwife  resolu- 
tion. 

The  Committee  discussed  the 
drug  formulary  project  to  develop  a 
reference  booklet  of  drugs  that 
would  be  safe  for  pregnant  women 
that  was  approved  by  the  MSV 
Council  in  August  1985  and  re- 
ferred to  the  Maternal  Health  Com- 
mittee. A subcommittee  was  ap- 
pointed and  will  report  to  the 
Council  prior  to  the  annual  meet- 
ing. 

Lucien  W.  Roberts,  MD, 

Chairman 


Membership 

Recommendations 

1.  Continue  efforts  to  retain 
membership. 

2.  Plan  an  extensive  recruitment 
for  new  members  to  be  implemented 
in  1987. 

General 

The  Membership  Committee  has 
been  quite  active  during  this  past 
year  because  of  the  vote  on  unifica- 
tion. A large  number  of  members  of 
The  Medical  Society  of  Virginia 
voiced  their  disappoval  of  the 
method  in  which  unification  was 
implemented.  Around  200  mem- 
bers wrote  letters  of  resignation, 
and  by  mid-year  around  800  had 
failed  to  renew  their  membership. 


Your  Membership  Committee 
worked  long  and  hard  through  the 
year  to  reduce  these  losses,  and 
through  that  diligence  I believe  the 
final  number  lost  will  measure  be- 
tween 400  and  500,  which  repre- 
sents about  9%  of  the  Society.  We 
have,  however,  gained  a great 
number  of  members  who  formerly 
were  members  of  the  American 
Medical  Association  only  but  by 
virtue  of  unification  were  required 
to  join  The  Medical  Society  of  Vir- 
ginia, so  it  is  hoped  our  net  mem- 
bership will  show  a slight  increase 
for  the  year.  During  the  course  of 
this  year  multiple  letters  were  writ- 
ten by  staff  as  well  as  by  the  vice 
councilors  to  members  who  had 
not  renewed  their  membership. 
Personal  contacts  were  made  with 
each  person  who  failed  to  renew, 
explaining  the  importance  of  re- 
newal and  of  unification. 

I anticipate  that  many  of  these 
members  will  return  to  the  Society 
in  future  years,  and  a definite  drive 
will  be  carried  out  next  year  to 
reenlist  them.  In  1987  a major  drive 
will  be  launched  also  to  recruit  into 
active  membership  in  The  Medical 
Society  of  Virginia  and  the  AMA  a 
large  number  of  physicians  in  the 
State  of  Virginia  who  are  not  cur- 
rently members.  You  will  be  called 
on  by  the  Membership  Committee 
and  by  the  MSV  leadership  to  par- 
ticipate in  this  most  important  proj- 
ect. We  look  forward  to  your  coop- 
eration. 

I wish  to  thank  the  vice  council- 
ors, who  serve  as  the  Membership 
Committee,  and  The  Medical  Soci- 
ety of  Virginia  staff  for  all  their 
hard  work  during  this  most  difficult 
year.  Without  their  untiring  efforts 
out  losses  would  have  been  much 
greater. 

J.  Hayden  Hollingsworth,  MD, 

Chairman 
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Mental  Health 

The  Mental  Health  Committee 
continues  to  be  concerned  about 
discrimination  against  the  psychiat- 
ric patient  in  health  insurance  con- 
tracts and  would  wish  to  see  no 
such  discrimination  with  regard  to 
deductibles,  copayments,  length  of 
stay,  inpatient  and  outpatient  serv- 
ices and  other  limitations  com- 
pared to  medical/surgical  care. 

The  Committee  is  very  con- 
cerned that  medical  services  ren- 
dered by  a physician  skilled  by 
training  and  experience  in  the  treat- 
ment of  nervous  and  mental  disor- 
ders be  available  to  all  patients 
with  such  disorders  in  the  State  of 
Virginia.  It  hopes  that  The  Society 
of  Virginia  will  continue  to  express 
this  point  of  view  and  that  the 
General  Assembly  and  other  con- 
cerned bodies,  such  as  the  State 
Board  of  Medicine,  will  indicate 
their  support  for  the  participation 
of  properly  trained  physicians  in 
the  care  of  such  patients,  in  both 
outpatient  and  inpatient  settings, 
public  and  private. 

The  Mental  Health  Committee 
appreciates  the  interest  of  The 
Medical  Society  of  Virginia  in  hav- 
ing proper  information  provided  to 
beneficiaries  of  health  insurance 
contracts  in  Virginia  and  hopes  ac- 
tion initiated  by  the  Society  will  be 
taken.  Information  about  both  the 
benefits  and  the  limitations  of  a 
contract  would  help  both  physician 
and  patient  at  a time  when  so  many 
different  contracts  are  being  of- 
fered. 

The  Committee  notes  with  inter- 
est that  The  Medical  Society  of 
Virginia  endorsed  at  its  annual 
meeting  last  year  suggestions  from 
the  Psychiatric  Society  of  Virginia 
addressing  civil  commitment  in 
general  and  the  criteria  for  commit- 
ment specifically  so  that  legal  and 
psychiatric  parameters  would  be 
better  balanced. 

The  Mental  Health  Committee 


welcomes  any  suggestions  or  com- 
ments regarding  the  care  of  psychi- 
atric patients  in  Virginia  and  any 
legislative  initiatives  that  would  af- 
fect the  care  of  such  patients. 

James  A.  Shield,  Jr.,  MD, 
Chairman 

Physicians’  Health 
and  Effectiveness 

Recommendations 

1.  That  the  annual  budget  for 
1987  be  $22,000. 

The  1986  budget  has  been  fully 
utilized.  In  fiscal  1987,  major  edu- 
cational efforts  need  to  be  made,  to 
train  not  only  new  intervenors  and 
investigators  but  also  monitoring 
physicians.  This  training  effort 
needs  to  be  extended  to  medical 
school  representatives  and  to  mem- 
bers of  the  Medical  Society  of  Vir- 
ginia Auxiliary.  The  estimated 
costs  of  the  educational  programs 
constitutes  the  requested  budget- 
ary increases. 

2.  That  The  Medical  Society  of 
Virginia  provide  management  serv- 
ices in  the  field  of  impairment  to 
other  physician  groups  represented 
on  the  State  Board  of  Medicine. 

These  services  would  make 
available  to  other  professional 
groups  all  the  functions  of  the  Phy- 
sicians’ Health  and  Effectiveness 
Program  with  the  exception  of  pro- 
viding personnel  for  either  investi- 
gations or  interventions.  These 
groups  would  pay  a pro-rata  share 
of  the  expenses  based  on  their  po- 
tential utilization,  to  be  determined 
by  their  total  number  of  licensed 
practitioners.  The  implementation 
of  this  recommendation  would 
greatly  enhance  the  prestige  of  the 
Society’s  program  at  the  Board  of 
Medicine  level,  would  defray 
costs,  and  would  serve  a number  of 
societies  whose  membership  is  too 
small  to  permit  them  to  form  their 
own  programs. 

3.  That  The  Medical  Society  of 


Virginia  hire  a full-time,  paid  medi- 
cal director  for  this  program. 

Many  of  the  functions  of  this 
program  can  only  be  performed  by 
a physician.  Even  with  the  highly 
qualified  staff  currently  existent,  it 
is  projected  that  next  year’s  chair- 
man will  spend  between  40-50  days 
away  from  practice  on  committee 
work.  A full-time  medical  director 
would  not  only  lighten  this  unusual 
burden  but  would  add  substantially 
to  the  quality  of  investigations  and 
interventions.  In  addition,  this  po- 
sition would  be  used  to  increase 
awareness  of  the  problem  among 
health  related  fields. 

4.  That  the  Executive  Committee 
of  The  Medical  Society  of  Virginia 
serve  as  a review  committee  when 
complaints  are  received  relevant  to 
the  performance  of  the  Physicians’ 
Health  and  Effectiveness  Committee 
in  individual  cases. 

It  is  inevitable  that  some  of  the 
decisions  made  by  the  Committee 
will  be  challenged,  and  it  is  inap- 
propriate that  the  Committee  arbi- 
trate disputes  relevant  to  its  own 
performance.  It  is  therefore  recom- 
mended that  this  review,  on  the 
infrequent  occasions  when  it  may 
be  necessary,  be  accomplished  by 
the  Executive  Committee. 

General 

The  current  year  has  proven  to 
be  a very  busy  and  productive  one 
for  the  Committee.  The  signing  of 
the  Memorandum  of  Understand- 
ing between  the  Health  Regulatory 
Boards,  Board  of  Medicine,  and 
The  Medical  Society  of  Virginia 
exemplifies  the  continuing  good  re- 
lations between  these  bodies.  This 
agreement  coordinates  efforts  to  fa- 
cilitate the  investigation,  rehabilita- 
tion, and  disciplinary  roles  of  each 
respective  organization  and  to  es- 
tablish lines  of  communication.  To 
further  enhance  the  developing 
trust,  proposed  aftercare  protocols 
have  been  reviewed  with  the  Board 
of  Medicine  and  its  suggestions  will 
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At  a meeting  of  the  Physicians’  Health  and  Effectiveness  Committee:  front 
row,  from  left,  Dr.  David  G.  Fluharty,  Jr.,  Newport  News,  chairman; 
Dr.  Carol  S.  Shapiro,  Woodbridge;  Dr.  Robert  M.  Campbell,  Portsmouth; 
Dr.  Mark  E.  Holt,  Jr.,  Hampton;  and  Dr.  John  A.  Owen,  Jr.,  Charlottes- 
ville. Second  row,  from  left,  Dr.  Donald  S.  Thorn,  Annandale;  Dr.  Kenneth 
P.  Brooks,  Richmond;  Dr.  Lawrence  K.  Monahan,  Roanoke;  Dr.  Milton 
Greenburg,  Danville;  Dr.  Lloyd  F.  Moss,  Fredericksburg;  and  Dr.  James  F. 
Griswold,  Virginia  Beach. 


be  incorporated  in  the  final  prod- 
uct. Other  protocols  have  been  es- 
tablished for  the  major  functions  of 
the  Committee,  and  they  are  cur- 
rently being  utilized  in  the  area  of 
investigation,  intervention,  and 
monitoring. 

In  1985,  30  reports  of  alleged 
impairment  were  received  by  the 
Committee.  Twenty-six  of  these 
have  come  to  official  action  taken 
by  the  Committee.  During  the  first 
six  months  of  1986,  15  reports  have 
been  received.  The  annual  number 
of  reports  represents  approximate- 
ly 0.3%  of  the  physicians  of  the 
state.  This  “penetration  rate” 
compares  favorably  with  that  of  the 


most  utilized  impaired  physician 
programs  in  the  United  States  at 
this  time. 

Since  20%  of  the  physicians  in- 
tervened upon  have  neither  health 
insurance  nor  sufficient  capital  to 
pay  for  their  recommended  treat- 
ment, the  Committee  has  success- 
fully solicited  support  for  these  in- 
digent physicians  from  treatment 
centers  in  Virginia.  This  gratuitous 
treatment  cannot  be  anticipated  in 
the  future.  The  Committee,  unwill- 
ing to  accept  this  situation,  now 
has  a subcommittee  to  consider  al- 
ternative methods  of  supporting 
the  therapeutic  needs  of  indigent 
physicians.  Dr.  Lloyd  Moss,  Fred- 


ericksburg, capably  chairs  this  sub- 
committee. 

All  three  of  the  state’s  medical 
schools  are  establishing  programs 
to  assist  impaired  students  and 
house  officers.  The  Committee  pro- 
vides an  open  forum  for  medical 
school  representatives  to  address 
common  problems  and  solutions. 
Dr.  John  A.  Owen,  Jr.,  Charlottes- 
ville, is  to  be  commended  for  his 
excellent  work  as  chairman  of  the 
subcommittee. 

The  Committee  has  taken  advan- 
tage of  opportunities  to  increase  its 
visibility.  “Advertisements”  have 
appeared  regularly  in  Virginia 
Medical,  and  a documentary  was 
recently  televised  in  the  Tidewater 
area  depicting  impairment  among 
physicians  and  other  health  profes- 
sionals. The  Committee  played  a 
valuable  role  by  providing  informa- 
tion and  arranged  a live  interview 
with  a recovering  physician  in  our 
program  who  described  his  addic- 
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tion  and  the  services  provided  by 
our  program. 

Other  notable  events  during  this 
year  included  the  AMA’s  National 
Conference  on  Impaired  Health 
Professionals,  which  was  attended 
by  three  committee  members  and 
the  director,  and  the  passage  of 
legislation  granting  civil  immunity 
for  any  person,  acting  in  good  faith, 
who  provides  information  to  aid  in 
our  investigation  or  intervention 
process. 

No  small  share  of  the  credit  for 
the  many  successes  of  this  Com- 
mittee is  due  to  the  untiring  effort, 
creativity,  and  good  sense  of  its 
director,  Lorraine  McGehee.  I 
very  much  appreciate  the  efforts  of 
the  members  of  the  Committee, 
legal  counsel,  and  the  Board  of 
Medicine  in  behalf  of  this  project. 
The  real  unsung  heroes  of  this  pro- 
gram are  the  investigators,  interve- 
nors,  and  monitors  in  the  field.  To 
them  we  all  owe  a tremendous  debt 
of  gratitude.  It  has  been  a pleasure 
to  serve  with  all  of  the  dedicated 
individuals  in  1986,  and  I am  thank- 
ful for  the  opportunity  to  have  done 
so. 

David  G.  Fiuharty,  Jr.,  MD, 
Chairman 


Public  Relations 

This  year  began  a new  stage  of 
development  for  the  Public  Rela- 
tions Committee.  With  the  appoint- 
ment to  the  staff  of  Jonathan  Perry, 
the  Committee  was  able  to  imple- 
ment various  new  projects. 

In  January  the  Committee  recog- 
nized a need  to  offer  the  Natural 
Death  Act  brochures  to  the  clergy 
of  the  state.  The  brochure  was 
made  available  to  the  members  of 
the  Virginia  Council  of  Churches 
for  their  parishioners.  The  purpose 
of  distributing  the  brochure  was  to 
alleviate  the  controversy  religious 
leaders  face  concerning  this  issue. 
Response  has  been  overwhelming, 


with  over  25,000  brochures  sent 
out  to  date. 

A major  objective  of  the  Com- 
mittee this  year  has  been  to  en- 
hance the  public’s  image  of  the 
physician  through  the  media.  On 
May  22,  the  Committee  hosted  a 
Media  Day  at  the  Jefferson  Shera- 
ton Hotel  in  Richmond  for  the 
press  and  physicians.  The  program 
was  designed  to  inform  the  media 
of  current  developments  in  medi- 
cine and  to  strengthen  the  network 
of  communciation  to  the  public.  A 
selected  panel  of  medical  experts 
led  a speakers  forum  on  various 
health  care  topics.  The  event  was 
very  successful  in  creating  new  in- 
roads to  better  relations  between 
physician  and  the  press.  A Media 
Guide  was  developed  for  partici- 
pants to  aid  in  locating  physician 
contacts  throughout  the  state. 

The  Committee  has  taken  over 
the  responsibility  of  both  the  MSV 
News  and  the  Legislative  Update. 
These  newsletters  are  provided  to 
Virginia  physicians  to  ensure 
awareness  of  current  events  affect- 
ing the  medical  community. 

The  Medical  Society  of  Virginia 
Auxiliary  is  being  assisted  by  the 
Public  Relations  Committee  with 
the  MSVA’s  “Pets  for  People” 
campaign.  This  project  allows  sen- 
ior citizens  to  acquire  a pet  free  of 
charge  from  their  local  SPCA.  The 
prime  objective  of  this  effort  is  to 
increase  public  awareness  of  the 
needs  of  the  elderly. 

The  Committee  is  working  dili- 
gently to  alert  physicians  and  the 
press  to  the  latest  developments 
concerning  the  ever-growing  liabil- 
ity crisis.  The  Committee  is  in  the 
process  of  implementing  a local- 
ized press  campaign  to  inform  com- 
munities of  the  impact  created  by 
this  situation. 

In  responding  to  a recommenda- 
tion from  Council,  the  Public  Rela- 
tions Committee  will  be  examining 
the  increasing  problem  of  sub- 
stance abuse  by  athletes  in  Virgin- 


ia’s schools.  The  Committee  plans 
to  contact  educational  leaders 
across  the  state  and  offer  assist- 
ance to  combat  this  most  difficult 
problem. 

Exceptional  media  coverage  is 
anticipated  at  this  year’s  annual 
meeting  in  Williamsburg  due  large- 
ly to  efforts  of  the  Public  Relations 
Committee  to  heighten  awareness 
of  volatile  medical  issues. 

C.  M.  Kinloch  Nelson,  MD, 
Chairman 


Rehabilitation 

During  the  past  year  the  Reha- 
bilitation Committee’s  members 
have  continued  individually  and 
collectively  their  primary  role  of 
providing  advice  and  recommenda- 
tions to  the  Virginia  Department  of 
Rehabilitative  Services  in  regard  to 
policies,  procedures,  and  appropri- 
ate fees  for  medical  services  ren- 
dered by  the  department  and  the 
provision  of  meaningful  services  to 
the  disabled  citizens  of  Virginia. 

The  Committee  met  on  May  18 
with  13  members  in  attendance; 
also  present  were  eight  members  of 
the  department’s  staff.  The  Com- 
mittee heard  a report  on  current 
funding  and  its  impact  on  provision 
of  services  and  special  presenta- 
tions on  the  Virginia  Spinal  Cord 
Injury  System  and  the  Physical  Fit- 
ness Program  for  persons  with 
physical  disabilities  recently  initiat- 
ed at  Woodrow  Wilson  Rehabilita- 
tion Center.  The  Committee  was 
briefed  on  the  status  of  the  Physi- 
cians Education  Program  and  the 
department’s  policy  regarding  ser- 
vice to  individuals  with  AIDS.  The 
question  of  providing  physical  res- 
toration services  to  certain  types  of 
malignant  conditions  with  high 
“cure”  rates  was  considered  at 
some  length;  it  was  recommended 
that  the  department  undertake  a 
feasibility  study  of  this  matter.  Fol- 
lowing a presentation  regarding 
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percutaneous  transluminal  coro- 
nary angioplasty  (PTCA)  in  the 
treatment  of  coronary  artery  dis- 
ease, it  was  recommended  that  the 
department  study  the  feasibility  of 
providing  this  service  in  selected 
cases. 

The  Committee  has  no  recom- 
mendations to  the  House  of  Dele- 
gates. 

Alexander  McCausland,  MD, 

Chairman 


Rural  Health 

Recommendation 

That  the  Rural  Health  Committee 
continue  to  follow  closely  the  Ken- 
tucky Physician’s  Care  Program, 
now  in  the  second  year  of  its  indi- 
gent care  management. 

There  have  been  many  problems 
which  have  surfaced  during  that 
program,  and  the  Committee  feels 
that  for  the  present  we  should  not 
proceed  with  a similar  statewide 
program.  The  Committee  suggests 
that  local  societies  work  to  develop 
programs  in  the  community,  such 
as  free  clinics,  to  provide  medical 
care  for  those  individuals  unable 
either  to  qualify  for  Medicaid  or  to 
pay  for  private  medical  care.  The 
free  clinics  now  in  existence  have 
been  successful  and  accepted  by 
both  provider  and  recipients. 

General 

This  Committee  met  by  confer- 
ence call  on  March  20,  1986,  for 
discussion  of  the  above  as  well  as 
other  problems  felt  pertinent  to  ru- 
ral medical  care. 

The  chairman  attended  the  annu- 
al 4H  Club  Award  dinner  and  pre- 
sented the  award  for  the  outstand- 
ing medical  project  to  the  winner  of 
the  state  competition.  This  very 
worthwile  program  should  be  con- 
tinued with  our  support.  Our  Socie- 
ty was  thanked  for  its  support  as 
well  as  our  recommendations  to  the 
state  legislature  in  regard  to  wear- 


ing helmets  while  involved  in  com- 
petitive horseback  riding. 

J.  L.  Patterson,  Jr.,  MD, 

Chairman 


Sheriffs  Advisory 

Recommendation 

That  The  Medical  Society  of  Vir- 
ginia’s Advisory  Committee  to  the 
Virginia  Sheriffs’  Association  sus- 
pend its  activities  indefinitely,  un- 
derstanding that  if  solutions  are  re- 
quired to  future  situations,  the 
Committee  can  be  appropriately  re- 
convened. 

The  Committee  makes  this  rec- 
ommendation because  there  ap- 
pears to  be  a harmonious  relation- 
ship at  the  present  time  between 
the  professions  of  law  enforcement 
and  medicine  throughout  the  State 
of  Virginia,  and  there  are  no  imme- 
diate problems  of  mutual  interest 
confronting  either  organization. 

General 

This  Committee  was  originally 
convened  to  respond  to  the  Ameri- 
can Medical  Association’s  sugges- 
tion that  we  accept  seed  money  for 
the  first  1-3  years  of  the  Commit- 
tee’s existence,  following  which  its 
activities  would  be  underwritten  by 
the  Society.  It  was  found,  howev- 
er, that  the  Committee  could  func- 
tion quite  nicely  without  an  added 
expense  to  the  Society. 

In  recommending  an  indefinite 
suspension  of  the  Committee’s  ac- 
tivities, I would  like  to  thank 
wholeheartedly  each  of  my  medical 
colleagues  and  fellow  members  of 
the  Committee,  both  past  and  pres- 
ent. When  our  activity  was  at  a 
peak  they  were  enthusiastic,  sup- 
portive and  contributory  partici- 
pants in  this  important  activity.  I 
trust  we  will  have  equally  enthusi- 
astic and  comprehensive  support 
should  the  need  arise  for  liaison 
with  the  Sheriffs'  Association  in 
the  future. 


In  addition,  the  thanks  of  the 
Committee  and  myself  go  to  the 
members  of  the  association,  who 
have  supported  us  in  the  past  and 
continue  to  insure  the  highest  qual- 
ity of.  and  equal  access  to.  medical 
care  for  incarcerated  individuals 
throughout  Virginia. 

Richard  E.  Easton,  MD, 
Chairman 


Sports  Medicine 

The  Sports  Medicine  Committee 
met  on  April  19,  1986,  with  eight 
members  present.  One  of  the  main 
topics  of  discussion  was  the  profes- 
sional relationship  of  physicians 
and  physical  therapists  in  the  State 
of  Virginia.  At  the  1986  General 
Assembly,  physical  therapy  lead- 
ers supported  the  codification  of  a 
Board  of  Medicine  guideline  re- 
quiring any  health  provider  who 
owns  or  has  a financial  interest  in  a 
facility  or  person  to  whom  he 
makes  referrals  to  disclose  to  the 
patient  that  there  is  such  a relation- 
ship and  that  the  patient  has  free- 
dom of  choice.  Three  members  of 
the  Virginia  Orthopaedic  Society, 
Dr.  H.  George  White.  Jr.,  Dr.  E.  L. 
Clements,  and  Dr.  Charles  L.  Mc- 
Dowell, president,  and  MSV  legal 
counsel  Allen  C.  Goolsby  had  met 
the  night  before  with  a group  of 
physical  therapy  leaders,  and  an 
agreement  had  been  reached  that 
no  more  legislative  changes  would 
be  attempted  by  physical  therapy 
leaders  without  a meeting  of  repre- 
sentatives of  the  Physical  Therapy 
Society  and  a committee  to  be  ap- 
pointed by  Dr.  McDowell  and  to 
include  members  of  the  Sports 
Medicine  Committees  of  both  The 
Medical  Society  of  Virginia  and  the 
Virginia  Orthopaedic  Society. 

It  was  the  Committee's  opinion 
that  this  was  a positive  step  in  the 
right  direction,  and  it  was  suggest- 
ed that  there  might  be  periodic 
meetings  also  with  representatives 
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of  physical  therapists  in  private 
clinic  situations. 

The  Committee  continues  to  pre- 
sent lectures  on  topics  in  sports 
medicine  at  the  Virginia  High 
School  League  all-star  game, 
which  this  year  was  in  Lynchburg 
in  July.  Committee  members  have 
provided  information  on  sports 
medicine  in  multiple  seminars  and 
lectures  throughout  the  state,  in- 
cluding a key-note  seminar  on 
sports  medicine  at  the  NATA  mid- 
Atlantic  meeting  in  Virginia  Beach 
in  May. 

The  Committee’s  members  are  in 
favor  of  furthering  the  number  of 
qualified  and,  where  possible,  cer- 
tified trainers  not  only  in  the  high 
schools  of  Virginia  but  in  the 
school  system  per  se.  The  question 
of  licensure  of  athletic  trainers  was 
discussed.  Athletic  trainers  are  li- 
censed in  a number  of  states,  and 
this  certainly  is  a possibility  to  be 
considered,  with  a role  to  be  played 
by  The  Medical  Society  of  Virginia 
in  improving  the  quality  of  medical 
care  of  our  young  athletes. 

The  importance  of  drug  and  alco- 
hol abuse  was  discussed  at  the 
April  meeting  of  Council.  A very 
informative  brochure  on  drug 
abuse  by  the  NCAA  is  available, 
and  on  the  reference  of  Council, 
the  Public  Relations  Committee  is 
looking  into  the  possibility  of  ex- 
panding this  brochure’s  distribu- 
tion and  of  devising  other  means  of 
working  positively  with  this  prob- 
lem, which  involves  not  only  ath- 
letes but  the  student  population  in 
general. 

Frank  C.  McCue  III,  MD, 
Chairman 


State  Bar  Liaison 

A joint  meeting  of  the  Liaison 
Committee  to  the  State  Bar,  which 
includes  The  Medical  Society  of 
Virginia  and  the  Medico-Legal 
Committee  of  the  Virginia  State 


Bar,  was  held  on  April  9 in  Rich- 
mond. Special  guests  included  At- 
torney General  Mary  Sue  Terry; 
Teresa  D.  Creef,  Assistant  Attor- 
ney General;  and  Robert  D.  Bald- 
win, Executive  Secretary,  Su- 
preme Court  of  Virginia. 

Attorney  General  Terry’s  re- 
marks included  1)  thanks  for  sup- 
port of  Virginia  physicians  and 
VaMPAC;  2)  “resource  demand 
gap’’  involving  backlog  of  cases  in 
the  Department  of  Health  Regula- 
tory Boards;  3)  amendments  to  the 
State  Board  of  Medicine  statutes; 
4)  the  surprisingly  large  number  of 
physicians  practicing  fraudulently 
in  Virginia,  mainly  in  public  sector 
positions.  She  invited  the  Commit- 
tee’s input  in  dealing  with  this  last 
issue. 

The  updated  Principles  of  Coop- 
eration, which  was  bound  into  the 
March  1986  issue  of  Virginia 
Medical  and  distributed  to  law- 
yers throughout  Virginia,  appears 
to  be  well  accepted  by  both  profes- 
sions. 

Currently  being  drawn  up  by  a 
subcommittee  are  guidelines  re- 
garding hospital  due  process  (pro- 
totypes for  bylaws,  credentialing, 
and  peer  review  groups).  These 
will  be  reviewed  by  the  Committee 
prior  to  submission  to  the  respec- 
tive Councils. 

There  are  no  recommendations 
at  present. 

Claude  P.  Sherman,  MD, 

Chairman 


VaMPAC 

1986  has  been  a year  in  which 
VaMPAC  again  made  a significant 
difference  to  our  profession.  For 
example,  in  our  first  year  of  helping 
The  Medical  Society  of  Virginia’s 
lobbying  team  at  the  General  As- 
sembly, we  helped  to  stop  a bill 
which  would  allow  optometrists  to 
use  therapeutic  drugs  and  change  a 
bill  which  would  have  allowed  po- 


diatrists to  amputate. 

In  the  past  election  cycle,  VaM- 
PAC supported  both  gubernatorial 
candidates  and  Attorney  General 
Mary  Sue  Terry,  as  well  as  almost 
equal  contributions  to  both  parties’ 
House  candidates.  Being  a biparti- 
san organization,  VaMPAC  has  de- 
veloped a good  working  rapport 
with  Governor  Baliles  and  the 
House  and  Senate  leadership  in 
both  parties.  It  also  has  a good 
relationship  with  the  national  and 
state  Democratic  and  Republican 
parties. 

In  order  to  continue  to  be  as 
responsive  as  possible  to  its  mem- 
bers and  the  medical  community, 
VaMPAC  has  amended  its  bylaws 
to  allow  more  direct  VaMPAC 
board  representation  from  each 
MSV  Council  district.  Board  mem- 
bers (three  from  each  district)  will 
be  nominated  by  the  MSV  House 
of  Delegates  caucus  from  each 
Council  district.  The  names  select- 
ed will  be  forwarded  to  the  VaM- 
PAC board  to  be  voted  on  at  the 
annual  meeting  of  the  board  of  di- 
rectors. Each  term  will  be  for  three 
years  and  no  member  shall  serve 
for  more  than  three  successive 
terms. 

Also,  since  our  state  is  divided 
into  three  political  groups — ap- 
proximately one-third  Democrat, 
one-third  Independent  and  one- 
third  Republican — we  are  suggest- 
ing that  each  caucus  nominate  a 
representative  of  each  political  per- 
suasion. This  will  assure  that  our 
board  remains  politically  repre- 
sentative of  the  state. 

Over  the  years,  VaMPAC  has 
made  a conscious  effort  to  serve  its 
members  by  helping  to  elect  those 
candidates  who  are  friendly  to 
medicine  or  at  least  willing  to  listen 
to  medicine’s  issues  and  concerns. 
This  year,  after  our  success  with 
defeating  the  optometry  bill  and 
amending  the  podiatry  bill,  they’re 
asking  where  we  got  the  firepow- 
er— what’s  happened.  They  say 
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VaMPAC’s  presence  helped  to  re- 
inforce what  our  lobbyists  have 
been  telling  them,  that  our  mem- 
bers back  home  know  and  are  real- 
ly interested  in  what  happens  at  the 
General  Assembly.  Thus,  VaM- 
PAC  has  become  an  important  fac- 
tor in  Virginia’s  efforts  to  help  safe- 
guard our  profession.  Over  the 
years  we’ve  acquired  a hard- 
earned  reputation  for  effectiveness 
that  is  beginning  to  pay  off. 

However,  membership  in  VaM- 
PAC  has  suffered  this  year,  some 
feel  because  of  unification,  sepa- 
rate billing,  and  some  misunder- 
standings about  its  past  contribu- 
tion record  and  decision-making 
process.  Hopefully,  those  who 
have  not  yet  renewed  will  reconsid- 
er in  light  of  our  bylaws  amend- 
ment and  recent  successes. 

VaMPAC’s  purpose  is  to  serve 
the  cause  of  medicine,  both  our 
patients  and  our  profession.  That’s 


a big  job  and,  as  Chairman,  I hum- 
bly solicit  your  thoughts,  sugges- 
tions, influence  and  participation  in 
the  future  so  that,  together,  we  can 
continue  to  enhance  medicine  in 
the  political  arena.  There’s  too 
much  at  stake  not  to. 

Gerald  C.  Burnett,  MD, 
Chairman 


Vanguard 

Recommendation 

That  The  Medical  Society  of  Vir- 
ginia support  the  AMA  position  on 
S 1804/HR  3865,  the  Federal  Incen- 
tives of  State  Health  Care  Profes- 
sional Liability  Reform  Act. 

The  AMA  supports  this  legisla- 
tion, which  would  provide  for  man- 
datory periodic  payments  for  large 
awards;  elimination  of  the  collater- 
al source  rule  and  of  awards  for  non- 
economic damages  to  $250,000;  limi- 


tations on  attorney’s  fees,  which 
would  operate  on  a sliding  scale. 

General 

The  Committee  was  updated  on 
the  Society’s  efforts,  on  the  state 
level,  to  alleviate  the  medical  liabil- 
ity crisis  and  on  bills  dealing  with 
optometrists  using  therapeutic 
drugs  in  the  eye,  redefinition  of  the 
practice  of  clinical  psychology, 
broadening  of  the  definition  of  the 
practice  of  podiatry,  and  referral 
for  profit.  Nancy  Kintzel,  AMA 
representative,  also  briefed  the 
Committee  on  HR  4390,  the  Health 
Care  Quality  Improvement  Act  of 
1986.  This  bill  would  extend  immu- 
nity to  protect  those  involved  in 
peer  review  activities.  The  Com- 
mittee agreed  to  join  with  the  AMA 
in  monitoring  this  bill  closely. 

J.  Thomas  Hulvey,  MD 
Chairman 


Help  for  a troubled  friend 
is  only  a phone  call  away. 

If  you  suspect  a colleague  is  experiencing  problems  with  alcohol  or 
drug  abuse,  don’t  contribute  to  the  “conspiracy  of  silence,”  call  The 
Medical  Society  of  Virginia’s  Physicians’  Health  and  Effectiveness  Com- 
mittee. A non-punitive  approach  through  rehabilitation  is  an  alternative. 
Your  report  is  kept  confidential.  Ask  for  Lorraine  McGehee  at  MSV 
headquarters,  (804)  353-2721. 
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On  Committees 


The  marks  of  selfness  are  laid  out  in  our  behav- 
ior irreversibily,  unequivocally,  whether  we 
are  assembled  in  groups  or  off  on  a stroll  alone. 
Nobody  can  be  aware  of  the  unique  immunologic 
labels  of  anyone  else,  outside  a laboratory,  nor  can 
we  smell  with  any  reliability  the  pheromonal  differ- 
ences among  ourselves.  So,  all  we  have  to  go  by  is 
how  we  walk,  sound,  write  letters,  turn  our  heads. 
We  are  infallible  at  this.  Nobody  is  really  quite  like 
anyone  else;  there  are  reminders  here  and  there,  but 
no  exact  duplicates;  we  are  four  billion  unique 
individuals. 

Thus  when  committees  gather,  each  member  is 
necessarily  an  actor,  uncontrollably  acting  out  the 
part  of  himself  reading  the  lines  that  identify  him 
asserting  his  identity.  This  takes  quite  a lot  of  time 
and  energy,  and  while  it  is  going  on,  there  is  little 
chance  of  anything  else  getting  done.  Many  com- 
mittees have  been  appointed  in  one  year  and  gone 
on  working  well  into  the  next  decade,  with  nothing 
much  happening  beyond  these  extended,  uninter- 
ruptable  displays  by  each  member  of  his  special 
behavioral  marks.  . . 

Because  of  the  urgency  of  the  problems  ahead, 
various  modifications  of  the  old  standard  committee 

Excerpted  by  permission  from  the  New  England  Jour- 
nal of  Medicine,  Volume  294,  pages  394-385,  February 
12,  1976. 
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have  been  devised  in  recent  years,  in  efforts  to 
achieve  better  grades  of  collective  thought.  There 
are  the  think-tanks,  hybrids  between  committee  and 
factory,  little  corporations  for  thinking.  There  are 
governmental  commissions  and  panels,  made  up  of 
people  brought  to  Washington  and  told  to  sit  down 
together  and  think  out  collective  thoughts.  Indus- 
tries have  organized  their  own  encounter  groups, 
where  executives  stride  around  crowded  rooms 
bumping  and  shouting  at  each  other  in  hopes  of 
prodding  out  new  ideas.  But  the  old  trouble  per- 
sists: people  assembled  for  group  thought  are  still, 
first  of  all,  individuals  in  need  of  expressing  self- 
ness. 

The  latest  invention  for  getting  round  this  is  the 
Delphi  technic.1  This  was  an  invention  of  the  1960s, 
worked  out  by  some  Rand  people  dissatisfied  with 
the  way  committees  laid  plans  for  the  future.  The 
method  has  a simple,  almost  silly  sound.  Instead  of 
having  meetings,  questionnaires  are  circulated  to 
the  members  of  a group,  and  each  person  writes  his 
answer  out  and  sends  it  back  in  silence.  Then  the 
answers  are  circulated  to  all  members,  and  they  are 
asked  to  reconsider  and  fill  out  the  questionnaires 
again,  after  paying  attention  to  the  other  views.  And 
so  forth.  Three  cycles  are  usually  enough.  By  that 
time  as  much  of  a consensus  has  been  reached  as 
can  be  reached,  and  the  final  answers  are  said  to  be 
substantially  more  reliable,  and  often  more  interest- 
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ing,  than  first  time  around.  In  some  versions,  new 
questions  can  be  introduced  by  the  participants  at 
the  same  time  that  they  are  providing  answers. 

It  is  almost  humiliating  to  be  told  that  Delphi 
works  sometimes  wonderfully  well.  One’s  first  re- 
action is  resentment  at  still  another  example  of 
social  manipulation,  social-science  trickery,  behav- 
ior control. 

But  then,  confronted  by  the  considerable  evi- 
dence that  the  technic  really  does  work — at  least  for 
future  forecasting  in  industry  and  government — one 
is  bound  to  look  for  the  possibly  good  things  about 
it. 

Maybe,  after  all,  this  is  a way  of  preserving  the 
individual  and  all  his  selfness,  and  at  the  same  time 
linking  minds  together  so  that  a group  can  do 
collective  figuring.  The  best  of  both  worlds,  in 
short. 

What  Delphi  is,  is  a really  quiet,  thoughtful 
conversation,  in  which  everyone  gets  a chance  to 
listen.  The  background  noise  of  small  talk,  and  the 
recurrent  sonic  booms  of  vanity,  are  eliminated  at 
the  outset,  and  there  is  time  to  think.  There  are  no 
voices,  and  therefore  no  rising  voices.  It  is,  when 
you  look  at  it  this  way,  a great  discovery.  Before 
Delphi,  real  listening  in  a committee  meeting  had 
always  been  a near  impossibility.  Each  member’s 
function  was  to  talk,  and  while  other  people  were 
talking  the  individual  member  was  busy  figuring  out 
what  he  ought  to  say  next,  to  shore  up  his  own 
original  position.  Debating  is  what  committees  real- 
ly do,  not  thinking.  Take  away  the  need  for  winning 
points,  leading  the  discussion,  protecting  one’s 
face,  gaining  applause,  shouting  down  opposition, 
scaring  opponents,  all  that  kind  of  noisy  activity, 
and  a group  of  bright  people  can  get  down  to  quiet 
thought.  It  is  a nice  idea,  and  I’m  glad  it  works. 

It  is  interesting  that  Delphi  is  the  name  chosen, 
obviously  to  suggest  the  oracular  prophetic  function 
served.  The  original  Delphi  was  Apollo’s  place,  and 
Apollo  was  the  god  of  prophecy,  but  more  than 
that.  He  was  also  the  source  of  some  of  the  best 
Greek  values:  moderation,  sanity,  care,  attention  to 
the  rules,  deliberation.  Etymologically,  in  fact, 
Apollo  may  have  had  his  start  as  a committee.  The 
word  Apollo  (and  perhaps  the  related  word  Apello ) 
originally  meant  a political  gathering.2  The  impor- 
tance of  public  meetings  for  figuring  out  what  to  do 
next  must  have  been  perceived  very  early  as  funda- 
mental to  human  society,  and  therefore  as  needing 
incorporation  into  myth  and  the  creation  of  an 
administrative  deity;  hence  Apollo,  the  Dorian  god 
of  prophecy. 

The  Pythian  prophetess  of  Delphi  was  not  really 


supposed  to  enunciate  clear  answers  to  questions 
about  the  future.  On  the  contrary,  her  pronounce- 
ments often  contained  as  much  vagueness  as  the  I 
Ching,  and  were  similarly  designed  to  provide  op- 
tions among  which  choice  was  possible.  She  sym- 
bolized something  more  like  the  committee’s  agen- 
da. When  she  collapsed  in  ecstasy  on  the  tripod, 
murmuring  ambiguities,  she  became  today’s  ques- 
tionnaire. The  working  out  of  the  details  involved  a 
meticulous  exegesis  of  the  oracle’s  statements,  and 
this  was  the  task  of  the  exegetai,  a committee  of 
citizens,  partly  elected  by  the  citizens  of  Athens 
and  partly  appointed  by  the  Delphi  oracle.  The 
system  seems  to  have  worked  well  enough  for  a 
long  time,  constructing  the  statutory  and  legal  basis 
for  Greek  religion. 

Today’s  Delphi  thus  represents  a refinement  of 
ancient  social  device,  with  a novel  modification  of 
committee  procedure  constraining  groups  of  people 
to  think  more  quietly,  and  to  listen.  The  method 
seems  new,  as  a formal  procedure,  but  it  is  really 
very  old,  perhaps  as  old  as  human  society  itself.  For 
in  real  life,  this  is  the  way  we’ve  always  arrived  at 
decisions,  even  though  it  has  always  been  done  in  a 
disorganized  way.  We  pass  the  word  around;  we 
ponder  how  the  case  is  put  by  different  people;  we 
read  the  poetry;  we  meditate  over  the  literature;  we 
play  the  music;  we  change  our  minds;  we  reach  an 
understanding.  Society  evolves  this  way,  not  by 
shouting  each  other  down,  but  by  the  unique  capac- 
ity of  unique,  individual  human  beings  to  compre- 
hend each  other. 

Lewis  Thomas,  MD 

1.  Hellriegel  D,  Slocum  JWJr:  Management:  A Contin- 
gency Approach.  Reading,  Massachusetts,  Addison- 
Wesley  Publishing  Company,  1974,  pp  226-227 

2.  Guthrie  WKC:  The  Greeks  and  Their  Gods.  Boston, 
Beacon  Press,  1951 
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POINT  OF  VIEW 


Mission  of  a Merger 

Historically  a conservative  state  in  medical 
as  well  as  political  matters,  Virginia  is  now 
viewed  as  a major  battleground  in  health  care 
competition.  Strategic  planning  by  one  competing 
party  or  another  is  ongoing,  and  almost  weekly 
there  are  announcements  of  new  forms  of  alliances 
of  physicians,  hospitals,  and  insurers.  At  last  count, 
more  than  15  organizations  had  enrolled  nearly 
600,000  Virginians  in  newly  formed  alternative  de- 
livery programs,  and  the  number  continues  to  grow. 

The  rampant  inflation  in  the  health  care  industry 
during  the  early  1980s  and  the  continuing  dispropor- 
tionate increase  in  health  care  costs  has  demanded 
that  third-party  payers,  hospitals,  and  health  care 
professionals  respond  with  a variety  of  cost  con- 
tainment efforts.  Many  of  these  initiatives  have  paid 
dividends,  creating  a change  in  the  supply/demand 
ratio  which  has  fueled  the  fires  of  the  purported 
“revolution”  now  underway.  As  a result,  the  health 
service  industry  has  lost  much  of  its  aura  as  a social 
service  and  has  become  fiercely  competitive,  irre- 
spective of  profit  designation  or  sources  of  financ- 
ing. 

These  developments  have  resulted  in  profound 
business  implications  for  everyone  associated  with 
the  health  care  industry.  Lacking  a specific  antidote 
or  a new  vaccine  to  protect  itself  in  a “buyer’s 
market,”  Blue  Cross  and  Blue  Shield  of  Virginia 
has  adapted  to  the  changing  realities  through  a 
variety  of  initiatives.  These  initiatives  can  be 
viewed  from  a number  of  perspectives;  however, 
from  a business  perspective,  the  merger  with  the 
Roanoke  Plan  and  a major  program  of  restructuring 
and  diversification  is  seen  as  fulfilling  a three-part 
mission  in  Virginia: 

• The  continued  offering  of  Blue  Cross  and  Blue 
Shield  of  Virginia’s  coverage  to  all  Virginians, 
regardless  of  health  history,  geographic  location,  or 
occupation. 

• Provision  of  effective  Virginia-based  competi- 
tion to  national  insurance  companies  and  hospital 
chains,  without  which  the  control,  revenues,  and 
profits  would  pass  to  organizations  headquartered 
outside  of  the  state. 

• Provision  to  Virginians  of  a wide  choice  of 


quality  health  care  alternatives,  including  HMOs, 
PPOs,  and  other  products  designed  to  meet  the 
ever-changing  demands  of  the  marketplace. 

The  vehicle  for  fulfilling  these  missions  is  Con- 
solidated Healthcare,  Inc. (CHI),  a stock,  for-profit 
management  and  holding  company  structured  to 
meet  the  requirements  of  new  laws  governing  Blue 
Cross  and  Blue  Shield  of  Virginia  passed  by  the 
1986  General  Assembly.  Consolidated  Healthcare 
and  Blue  Cross  and  Blue  Shield  of  Virginia  repre- 
sent a hybrid  for-profit/non-profit  enterprise.  For 
both  business  and  regulatory  reasons,  CHI’s  activi- 
ties are  restricted  to  those  closely  related  to  the  core 
business — health  care  administration  and  financing. 

The  major  affiliated  company  is  the  Computer 
Company,  the  second  largest  processor  of  Medicaid 
claims  in  the  country.  This  firm’s  out-of-state  activ- 
ities generate  approximately  1,000  jobs  and  millions 
of  dollars  in  revenue  for  Virginia.  Without  the 
Computer  Company’s  ownership  by  a Virginia  or- 
ganization, those  jobs  and  revenues  would  go  to 
competitors  in  other  states,  and  Virginia’s  own 
Medicaid  claims  would  be  processed  in  other  states. 

The  purchase  of  the  Computer  Company  also 
begins  to  establish  Virginia  as  a regional  headquar- 
ters for  health  care  claims  processing.  This  is  seen 
as  a very  positive  development  for  Virginia. 

. The  third  member  of  the  Blue  Cross  and  Blue 
Shield  of  Virginia  and  Consolidated  Healthcare, 
Inc.,  family  of  companies  is  the  Virginia  Healthcare 
Foundation,  Inc.,  a non-profit  corporation  which 
owns  100%  of  the  common  stock  of  CHI  and  is  the 
sole  member  of  the  non-stock  Blue  Cross  and  Blue 
Shield  of  Virginia  Plan.  As  future  profits  are  gener- 
ated by  the  CHI  family  of  companies,  they  will  flow 
as  dividends  to  Virginia  Healthcare  Foundation,  to 
be  reinvested  in  Virginia’s  health  care  system  to 
finance  efforts  to  improve  the  system  for  the  benefit 
of  Virginians. 

The  strategy  of  the  reorganized  family  of  compa- 
nies is  to  keep  health  care  decision-making  and 
revenues  in  Virginia.  The  alternative  is  to  see  both 
the  jobs  and  the  revenues  flow  to  other  states, 
which  are  competing  strongly  for  tax  income  and 
employment.  The  program  of  reorganization  and 
diversification  reflects  the  same  sound  decisions 
that  many  responsible  businesses  and  health  care 
organizations  are  making  now  in  a rapidly  changing 
marketplace. 

Richardson  Grinnan,  MD 

Dr.  Grinnan  is  Vice  President  for  Medical  Affairs  of  Blue 
Cross  and  Blue  Shield  of  Virginia,  PO  Box  27401,  Rich- 
mond VA  23279. 
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W.  H.  Kretz,  MD 

Dr.  Weiman  H.  Kretz,  who  had  practiced  ortho- 
pedic surgery  in  Newport  News  since  1949,  died  on 
July  28  at  Riverside  Hospital  in  Newport  News  at 
the  age  of  7 1 . 

Born  in  Brooklyn,  New  York,  Dr.  Kretz  was  a 
graduate  of  Cornell  University  (1936)  and  the  Long 
Island  College  of  Medicine  (1940),  then  trained  at 
Methodist  and  Presbyterian  Hospitals,  New  York, 
and  the  New  York  Orthopaedic  Hospital.  He 
served  as  a captain  in  the  U.S.  Army  during  World 
War  II. 

Dr.  Kretz  had  been  president  of  the  Newport 
News  Medical  Society,  the  Virginia  State  and 
Hampton  Roads  Orthopaedic  Societies,  and  the 
staff  of  Riverside  Hospital,  Newport  News.  He  was 
appointed  to  the  Virginia  Board  of  Vocational  Re- 
habilitation in  1970.  His  professional  memberships 
also  included  The  Medical  Society  of  Virginia,  the 
American  Medical  Association,  and  the  American 
Academy  of  Orthopaedic  Surgeons. 


Memoir  of  W.  F.  Enos 
1918-1986 

William  Francis  Enos,  Jr.,  MD,  Arlington,  died 
on  July  29  at  Fairfax  Hospital  of  cancer  at  the  age  of 
67.  He  had  retired  in  1982  as  chief  pathologist  and 
director  of  laboratories  at  Northern  Virginia  Doc- 
tors Hospital  in  Arlington. 

Born  in  Norwich  Connecticut,  Dr.  Enos  was 
graduated  from  Dartmouth  College  and  the  Long 
Island  College  of  Medicine.  During  the  Korean  War 
he  served  on  special  assignment  from  the  Armed 
Forces  Institute  of  Pathology  with  the  Army’s 
8055th  Mobile  Surgical  Hospital  unit,  the  same  unit 
that  was  used  as  a basis  for  the  M*A*S*H  television 
series.  His  pictures  and  memorabilia  were  featured 


in  the  Smithsonian  Institute’s  M*A*S*H  exhibit. In 
Korea,  he  did  research  that  contributed  to  the 
development  of  bulletproof  body  armor,  now  used 
by  military  and  police  forces  around  the  world. 

Transferred  to  Washington  after  the  war,  Dr. 
Enos  pioneered  in  coronary  artery  disease  re- 
search. His  original  article  published  in  the  Journal 
of  the  American  Medical  Association  in  1953  re- 
vealed that  77%  of  the  soldiers  killed  in  Korea  had 
premature  coronary  artery  disease.  The  results  of 
this  study,  which  is  still  referenced  in  medical 
circles,  were  subsequently  confirmed  in  soldiers 
killed  in  Vietnam.  Later,  in  civilian  life,  Dr.  Enos 
continued  to  contribute  to  the  fund  of  medical 
knowledge  with  his  research  in  the  pathogenesis 
and  prevention  of  sudden  infant  death  syndrome. 

A board-certified  forensic  pathologist,  Dr.  Enos 
was  considered  an  expert  in  wound  ballistics  and 
the  pathology  of  sex  crimes.  He  served  as  a state 
medical  examiner,  authored  over  45  literary  works 
in  the  field  of  sexual  assault,  and  for  over  15  years 
donated  his  time  at  all  hours  of  the  day  and  night  to 
assist  the  Fairfax  County  Police  Department  in  the 
management  of  rape  victims. 

He  was  also  a leader  in  the  fight  against  cancer, 
serving  as  president  of  the  Northern  Virginia  Chap- 
ter, American  Cancer  Society. 

In  1985  the  Arlington  County  Medical  Society 
conferred  on  Dr.  Enos  its  coveted  Welburn  Award, 
citing  his  rare  initiative,  high  intelligence,  and  loyal 
service  to  the  Northern  Virginia  community,  and  he 
was  made  an  honorary  colonel,  aide  de  camp,  in  the 
Fairfax  County  Police  Department  for  over  20  years 
of  volunteer  service  as  an  advisor. 

One  of  Dr.  Enos’  two  sons,  Dr.  William  F.  Enos 
III  of  Oakton,  Virginia,  followed  him  in  medicine, 
and  a daughter,  Diane,  is  a nurse  and  is  married  to 
Virginia  physician,  Dr.  Norris  Royston,  Jr.,  of 
Marshall.  Additional  survivors  include  the  other 
children,  John  C.  Enos,  Fairfax,  and  Marianne 
Walsh,  Weathersfield,  Vermont,  and  ten  grandchil- 
dren. 
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Now  there's  an  alternative  to  hos- 
pitalization for  patients  in  need  of  in- 
travenous therapy  Intracare  can  provide 
this  constant  specialized  outpatient  care 
for  patients  in  Maryland,  D.C.  and  Virginia. 

The  Intracare  pharmacists  and  nurses,  all 
specialists  in  IV  therapy,  are  on  call  24  hours 
a day,  7 days  a week.  This  personal  ap- 
proach insures  that  patient's  specific 
needs  are  carefully  monitored  and 
attended  to  at  all  times. 

A wide  variety  of  IV 
Infusions  for  a wide  range 
of  cases.  i 

In  addition  to  6 beds  for  ' * 

infusion  patients  who  re- 
quire close  observa- 
tion, there  are  4 exam- 
ining rooms  for  short 
term  treatments — all  in 
a pleasant  setting  to 
make  your  patients 
comfortable.  Or  if  you 
wish,  an  Intracare  staff 
member  will  teach  your 
patients  to  administer  their 
own  infusion  through  a heparin 
lock. 

Intracare  provides  IV  infusions 
of  antibiotics,  total  parenteral  nu- 
trition, steroids,  blood  products, 
and  other  therapies  or  medications. 

Plus  supplies,  pumps,  and  chemother- 
apy drugs  and  catheter  care  for  central 
venous  catheter  patients. 

All  medications  and  supplies  for  our  outpatients 
are  dispensed  from  our  in-house  pharmacy. 

Homebound  patients  appreciate  the  option  of  hav- 
ing their  medications  and  supplies  delivered 
— or  picked  up  from  our  pharmacy 

Less  cost.  Less  lifestyle  Interruption. 

Consider  the  benefits  to  your  patients  of  being  able  to 
lead  normal  lives,  attend  school,  go  to  work.  Consider  the 
enormous  savings  over  in-hospitallV  therapy — up  to  60% 
less.  Consider  that  Intracare  has  treated  thousands  of  pa- 
tients with  excellent  results.  And  most  important,  a level  of 
caring  that  makes  all  our  patients  secure  in  trusting  their  IV 
therapy  to  us. 


FGARE 
THERAPY 


f 

Name:  Wayne  Wilkins 
D.O.B.:  11/6/46 
Diagnosis:  Osteomyelitis 
of  the  foot 

Treatment:  Intravenous 
antibiotics 

■ E 

Name:  Thomas  Wheatley 

D.O.B.:  9/13/33 

; Jp'*  * 

Diagnosis:  Colonic 

Carcinoma 

Treatment:  Continuous 
chemotherapy  via 
portable  infusion  pump. 
Patient  has  C.V.C. 

Name:  Emily  Topolsky 

D.O.B.:  7/28/77 

Diagnosis:  Chronic 

Ml  ‘ Sk 

pyelonephritis 

Treatment:  Intravenous 

nK  Sjk  m 

antibiotics 

Name:  Dudley  Watts 

D.O.B.:  8/24/20 

Diagnosis:  Colonic 

carcinoma 

ViS* 

Treatment:  Continuous 

l V i Ak 

chemotherapy  via 

1 

portable  infusion  pump. 

Patient  has  C.V.C. 

IntraCare  Corporation 
3299  Woodburn  Rd.,  Suite  230 
Annandale,  Va.  22003-1275 
(703)  280-5390 


The  above  patients 
have  all  received 
treatment  by  IV 
therapy  at  Intracare. 

For  a tour  of  Intracare 
facilities  or  more 
information  about  our 
clinical  program,  call  us  at 
(703)280-5390. 
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November  1986,  Volume  113,  Number  11 


VIRGINIA 

MEDICAL 


£)  1986 — The  Medical  Society  of  Virginia 

ON  THE  COVER 
Original  art  by  Gary  Brookins,  nationally  syndicated  cartoonist  for  the 
Richmond  Times-Dispatch,  who  is  enrolled  in  an  HMO 

657  Coping  with  the  Gatekeeper  John  D.  Grad 
659  Coming  of  Age  in  Virginia:  HMOs  Mark  Reisler 

662  A Lot  of  Organizing  Going  On 

663  Virginia  Medical’s  Guide  to  HMOs  in  Virginia  Ann  Gray 
UP  FRONT 

629  Interview:  Jim  Moore  on  Membership 

632  Three  Liability  Carriers  Answer  Cancellation,  Renewal  Queries 
642  Press  Party 

653  Auxiliary:  Furry  Friends  for  Old  Folks  Madeline  Sly 
MEDICINE 

673  Affect  of  Late-Onset  Prenatal  Care  on  Antenatal  Diagnosis 
Joann  N.  Bodurtha,  Linda  Corey,  and  Walter  E.  Nance 
677  Chlorambucil-Induced  Pulmonary  Fibrosis:  Case  Report  and  Review 

Marcus  E.  Carr,  Jr. 

681  Lifesaving  Procedure  for  Myocardial  Wall  Rupture:  Case  Report 
Dale  A.  Touchstone,  Irving  L.  Kron,  William  H.  VanDyke,  Jr., 
Charles  C.  Ashby,  Jr.,  and  Thomas  W.  Nygaard 

EDITORIALS 

683  HMOs  and  the  Gatekeeper  E.L.K.,  Jr. 

683  I did  not  have  a meeting  today.  Jeffrey  W.  Wilson 

684  Virginia  Cares  E.L.K.,  Jr. 

684  Thank  You,  Doctor  Davis!  E.L.K.,  Jr. 

630  Letters  to  the  Editor 

Jack  C.  Turner,  Anthony  M.  Giordano,  Charles  E.  Davis,  Jr., 

Paul  H.  Schellenberg,  Robert  F.  Selden,  Jr.,  J.  Latane  Ware, 

Joseph  M.  Deignan,  Jr.,  George  W.  Luedke,  and  Michael  J.  Moore 

655  Meetings  about  Medicine 
686  New  Members 
698  Classified  Advertisements 
700  Who’s  Who 


Editor 
Associate  Editors 
Editorial  Board 


Executive  Editor 
Business  Manager 


Edwin  L.  Kendig,  Jr.,  MD 

Russell  D.  Evett,  MD;  Duncan  S.  Owen,  Jr.,  MD;  John  A.  Owen,  Jr.,  MD 
Raymond  S.  Brown,  MD;  Henry  S.  Campell,  MD;  James  N.  Cooper,  MD; 
Charles  H.  Crowder,  Jr.,  MD;  Harry  W.  Easterly,  III,  MD; 

Walter  Lawrence,  Jr.,  MD;  Robert  Edgar  Mitchell,  Jr.,  MD; 

H.  C.  Alexander  III,  MD;  W.  Leonard  Weyl,  MD 

Ann  Gray  Advertising  Manager,  Brenda  Bowen  Shearer 

James  L.  Moore,  Jr. 


Virginia  Medical  (ISSN  0146-3616)  is  the  monthly  publication  of  The  Medical  Society  of  Virginia.  Second-class  postage 
paid  at  Richmond,  Virginia.  Yearly  subscription  rate:  $18  domestic,  $24  foreign;  single  copies,  $3.  Virginia  Medical  does 
not  hold  itself  responsible  for  statements  made  by  any  contributor.  Although  all  advertising  is  expected  to  conform  to  ethical 
medical  standards,  acceptance  does  not  imply  endorsement  by  this  journal,  and  the  publisher  reserves  the  right  to  reject  any 
advertisement.  For  information  on  the  preparation  of  articles,  write  to  the  Executive  Editor  for  “Advice  to  Authors’’,  or  call 
(804)  353-2721.  POSTMASTER:  Send  address  changes  to  Virginia  Medical,  4205  Dover  Road,  Richmond  VA  23221. 


TRUST.  Can  you 
imagine  a world  without  it? 


Trust.  It’s  why  your  patients 
turn  to  you  when  they  need  help.  It’s 
why  both  physicians  and  patients  turn  to 
Peoples  family  pharmacists  for  their  pre- 
scription needs. 

Over  75  years  of  caring  and  quality 
service  earned  Peoples  the  trust  we  work 
hard  to  keep.  And  you  can  trust  Peoples 
generic  drugs  to  be  equal  in  quality  to 
brand  name  drugs... saving  your  patients 


up  to  50%  on  their  prescription  bills. 

Of  course,  if  your  patient  asks  us  to 
substitute,  we  first  obtain  your  permission 
by  phone.  And  we  keep  the  widest  stock 
of  both  brands  and  generics  in  every 
Peoples  family  pharmacy. 

You  know  what’s  best.  That’s  why 
your  patients  trust  you  for  their  health 
care.  At  Peoples,  we’ll  try  to  keep  the 
trust  we’ve  earned. 


Every  Peoples  has  an  unlisted  phone  that’s  reserved 
only  for  doctors  and  answered  only  by  pharmacists . 
Please  call  your  local  store  to  obtain  the  number. 


PEOPLES 

DRUG 





Jim  Moore  on  Membership 


James  L.  Moore,  Jr.,  has  been  hovering 
over  The  Medical  Society  of  Virginia’s  mem- 
bership rolls  for  20  years — 15  of  them  under 
his  predecessor,  Bob  Howard,  and  five  of 
them  as  Executive  Vice  President.  In  an  inter- 
view for  Virginia  Medical,  Jim  talked  about 
the  recent  loss  of  members  and  his  plans  for 
bringing  them  back.  He  also  noted  a surge  of 
new  members,  129  of  which  are  listed  in  this 
issue  beginning  on  page  686. 

When  I came  with  the  society  there  were 
3,200  members,  and  gradually  over  the  years  I 
saw  the  membership  double.  We’d  lose  some 
members  every  year  for  non-payment  of  dues, 
maybe  as  many  as  125,  but  normally  we'd  get 
30%-40%  of  those  back,  they  would  reinstate. 
I've  never  seen  anything  like  this  year's  loss, 
and  it  hit  me  hard.  So  far,  we’ve  had  36  of 
them  reinstate — 36  out  of  the  665  that  were 
dropped  for  non-payment  of  dues  as  of  Sep- 
tember 1. 

And  we're  getting  a lot  of  new  members, 
I'm  happy  to  report.  All  told,  302  new  mem- 
bers have  come  in  this  year  since  January  1, 
and  I think  we’ll  have  40  or  50  more  before  the 
annual  meeting.  Of  course,  in  the  fall  the 
component  societies  start  meeting  again  and 
so  our  membership  usually  picks  up.  Also,  73 
of  those  302  new  members  were  AM  A “di- 
rect" members  who  had  to  join  here  in  order 
to  keep  their  AMA  memberships;  there  were 
443  of  these  direct  members,  and  I had  hoped 
we'd  pick  up  more  of  them,  but  we  didn't.  I 
guess  the  rest  of  them  dropped  out  of  the 
AMA. 

At  any  rate,  the  tide  of  new  members  is 
strong  now,  and  that’s  encouraging.  Some 
members  scold  me  for  saying  we  lost  972 
members — the  total  of  resigned  and  dropped 


members.  They  say  I should  subtract  the  302 
new  members,  so  that  the  net  membership 
loss  is  670. 

However  you  figure  it,  the  important  thing 
is  that  we’re  beginning  to  do  something  to  get 
those  lost  members  back.  For  instance,  we’ve 
developed  a special  program  on  our  computer 
so  that  when  we  bill  the  membership  for  1987 
dues,  right  after  the  annual  meeting,  we’ll  do  a 
special  mailing  not  only  to  all  those  members 
we  lost  this  year  but  to  the  167  members  who 
did  not  renew  the  previous  year.  We'll  send 
them  dues  statements,  color  coded  so  we  can 
identify  them,  with  a covering  letter  from  the 
President  inviting  them  to  reinstate.  I'm  very 
hopeful  that  after  thinking  about  it  for  a year, 
some  of  them  will  see  the  advantages  of  unifi- 
cation and  accept  the  invitation. 

Second,  we  have  a professional  liability 
crisis  in  this  state,  and  we’re  planning  to  use 
the  public  relations  department  we  have  in 
house  now  to  get  across  the  message  that  the 
Society  is  working  very,  very  hard  to  do 
something  about  it.  If  we’re  successful  in  the 
legislature  with  tort  reform,  that  will  be  a big 
message  for  us  to  tell  all  the  physicians  in 
Virginia  about. 

The  Membership  and  Public  Relations  Com- 
mittees are  going  to  be  helping  with  this  effort, 
and  the  Membership  Committee  is  also  plan- 
ning an  intensive  campaign  to  bring  lost  mem- 
bers back  and  recruit  new  ones.  That  will  start 
after  the  first  of  the  year. 

We  can  rebuild.  I’m  optimistic  about  that, 
but  it  will  take  a lot  of  work  and  it’s  not  going 
to  happen  overnight.  If  ever  there  was  a time 
in  Virginia  when  physicians  should  be  united 
in  one  common  front,  this  is  it.  We  just  have  to 
get  that  message  across. 

— James  L.  Moore,  Jr. 
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“More  urgent  matters 

are  clamoring  for  our  attention” 

Many  words  have  been  written  and  even  more 
spoken  since  The  Medical  Society  of  Virginia  dele- 
gates voted  for  unification  with  the  AMA.  Some 
members  have  withdrawn  from  membership.  It’s 
time  now,  I think,  to  consider  those  acts  in  light  of 
today’s  realities.  Can  The  Medical  Society  of  Vir- 
ginia afford  to  lose  even  a small  number  of  physi- 
cians? Can  individual  physicians  hope  to  have  voice 
and  representation  in  the  state  or  national  legisla- 
ture without  a parent  organization?  The  answer  to 
both  questions  is  clearly  no. 

Medicine’s  detractors  remain  strong  and  zealous 
in  their  pursuits.  Needs  medical,  social,  political 
and  economic  continue  to  grow  and  require  the 
thoughtful  input  of  physicians  across  the  state  and 
nation.  What  then  is  to  be  done? 

I believe  the  leaders  of  The  Medical  Society  of 
Virginia  need  to  approach  all  the  physicians  of  the 
state  neither  condemning  or  condoning  past  actions 
but  pointing  out  the  needs  of  the  citizens  of  the 
Commonwealth  and  detailing  the  responsibilities  of 
physicians  who  practice  here.  Individually,  Virginia 
physicians  need  to  examine  their  own  responsibil- 
ities to  their  patients  and  their  communities,  ac- 
knowledge that  it  is  no  longer  sufficient  simply  to  do 
their  best  for  their  patients,  and  rejoin. 

There  should  be  no  difficulty  in  expressing  regard 
for  honestly  held  differences  within  the  medical 
community;  such  differences  serve  to  ensure  that 
even  the  smallest  minority  is  heard  respectfully. 
This  principle  is  the  foundation  of  the  great  strength 
of  the  democracy.  Such  beliefs  and  values  exposed 
to  the  heat  of  debate  and  light  of  truth  can  be 
hammered  into  concepts  that  will  support  any  orga- 
nization and  communities  beyond. 

Members  who  left  the  Society,  objecting  to  the 
method  of  the  unification  vote,  should  now  return, 
with  their  protest  duly  noted.  The  Society  should 
welcome  its  members  back,  recognizing  and  re- 
specting those  differences  without  asking  or  seeking 
approval  or  apology. 

Physicians  need  to  look  ahead,  not  back.  There  is 
much  to  be  done.  The  “rights”  or  “wrongs”  of  the 


method  of  unification  vote  may  never  be  resolved. 
Other  more  urgent  matters  are  clamoring  for 
attention.  It  is  time  to  get  on  with  business. 

Jack  C.  Turner,  MD 

PO  Box  2700 
Danville  VA  24541 


“Only  through  organization 
can  we  shape  medicine’s  future” 

As  a newcomer  to  the  State  of  Virginia  in  the  past 
five  years,  which  has  also  encompassed  my  entire 
postgraduate  medical  career,  I have  frequently  not- 
ed letters  to  Virginia  Medical  using  analogies  to 
our  country’s  past  history  to  make  a point  in  regard 
to  the  present  situation  in  medicine.  It  is  quite 
interesting  that  many  of  the  letters  condemning 
unification  of  our  membership  with  the  AMA  try  to 
support  this  point  of  view  by  analogy  to  the  Revolu- 
tionary War  as  well  as  some  of  the  figures  of  that 
period.  For  example,  Thomas  Jefferson  was  given 
the  responsibility  of  writing  the  Declaration  of 
Independence  and  other  significant  documents,  and 
although  the  tone  of  these  documents  can  be  used  to 
support  a stance  of  anti-unification  of  the  state 
society  with  the  national  organization,  they  should 
not  be  used  out  of  context.  The  Declaration  of 
Independence  was  signed  by  56  men  representing 
25,000  soldiers  of  the  Continental  Army  who  were 
willing  to  fight  for  the  betterment  of  approximately 
two  million  people.  That  degree  of  representation  is 
equal  to  the  level  of  representation  we  members  of 
The  Medical  Society  of  Virginia  had  when  our 
delegates  voted  for  unification  with  the  AMA. 

There  is  also  the  argument  that  we  are  losing  our 
free  choice  by  forcing  unification  upon  people.  In 
my  view,  one  has  free  choice  only  when  dealing 
with  one’s  peers  or  equals.  In  discussions  with 
insurance  companies  and  regulatory  bodies,  the 
solitary  physician  does  not  have  free  choice, 
and  I think  that  any  physician  who  feels  he 
does  is  deluding  himself. 

It  is  only  through  an  effective  organization  that 
physicians  will  be  able  to  retain  any  semblance  of 
control  to  shape  the  future  practice  of  medicine.  At 
the  present  time  in  Virginia  we  are  seeing  physi- 
cians refused  insurance  coverage  for  liability  by  the 
three  major  companies  in  this  state,  and  because  of 
hospital  staff  rules,  many  of  these  physicians  will  be 
unable  to  practice  if  they  are  unable  to  obtain 
coverage.  These  physicians  have  little  recourse  on  a 
solitary  basis  but  in  an  organized  fashion  might  get 
some  relief. 
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Physicians  as  a whole  are  independent  and  do  not 
like  to  join  organizations.  However,  the  larger  the 
group  to  which  we  belong,  the  greater  our  chance  of 
having  some  control  over  our  future.  For  this 
reason  I strongly  support  unification  of  the  state 
and  national  medical  organizations. 

Anthony  M.  Giordano,  MD 

1400  Westwood  Drive 
Richmond  VA  23227 


To  a presidential  letter, 
a past  presidential  response 

It  is  doubtful  that  many  Medical  Society  of  Vir- 
ginia members  will  heed  President  Caravati’s  recent 
plea  to  help  “recruit  and  retain  new  members.”1 
Possibly  more  appropriate  would  have  been  an 
expression  of  regret  over  the  Society’s  loss  of  over 
a thousand  members,  many  of  whom  feel  that  they 
were  denied  due  democratic  process  in  regard  to 
unification.  Even  better  would  have  been  an  an- 
nouncement that  plans  were  being  formulated  to 
convene  a belated  special  meeting  of  the  member- 
ship in  an  attempt  to  rectify  this  fiasco  promoted  by 
the  AMA. 

Charles  E.  Davis,  Jr.,  MD 

1312  Pamela  Place 
Norfolk  VA  23509 

1.  Caravati  CMjr.  An  open  letter  to  the  membership.  Va 
Med  1986;1 13:495 

Editors’  Note:  Dr.  Davis  is  a Past  President  of  The 
Medical  Society  of  Virginia. 

“Insurors  are  looking  for 
a non-existent  type  of  doctor” 

In  response  to  Dr.  Juan  F.  Rios’  letter  about  the 
cancellation  of  his  liability  insurance  coverage,1  I 
would  say  to  him  that  not  a whole  lot  is  going  to  be 
done  about  his  problem.  The  lawyers  certainly  are 
not  going  to  change  anything  as  long  as  they  can  get 
large  settlements  for  a few  hours  of  work.  The 
general  public  does  not  care.  Fellow  physicians 
may  say  they  empathize  with  his  situation,  but  what 
can  they  do  about  it?  Besides,  as  long  as  they, 
personally,  are  not  affected,  it  isn’t  their  problem, 
right?  The  insurance  company  is  looking  for  a non- 
existent type  of  doctor — one  who  has  never  made  a 
mistake  or  always  has  good  results.  The  insurance 
companies  will  continue  to  drop  coverage  until  no 


one  is  covered;  even  then,  physicians  are  too  impo- 
tent to  do  more  than  wring  their  hands  and  com- 
plain. Certainly  our  lawyer  friends  in  the  legislature 
are  not  about  to  see  any  problems  whatsoever. 

Paul  H.  Schellenberg,  MD 

The  Plains  Clinic,  Box  396 
The  Plains  VA  22171 

1.  Rios  JF.  “Am  I to  assume  that  my  career  is  now 
over?”  Va  Med  1986;!  13:381 


Va  Med  issue  on  tobacco  abuse  generates 
lots  of  mail,  incoming  and  outgoing 

I read  with  interest  the  articles  dealing  with 
smoking  and  tobacco  use  in  the  August  issue  of 
Virginia  Medical.  This  journal  is  of  value  in  keeping 
physicians  in  Virginia  knowledgable  about  a variety 

of  subjects,  but  the  Au- 
gust issue  addressed  a 
subject  that  has  broad 
social  impact  and  there- 
fore might  be  of  great 
value  to  a number  of 
non-physicians. 

Currently  many  school 
boards  in  Virginia  are 
planning  bans  on  tobac- 
co use  on  school  proper- 
ty or  are  in  the  process 
of  considering  such  ac- 
tion. My  belief  is  that  they  might  welcome  copies  of 
the  August  issue  to  refer  to  during  their  delibera- 
tions. I suspect  that  Virginia  physicians  may  be 
called  upon  to  give  counsel  to  school  boards  on  the 
subject,  or  a physician  or  local  medical  society  may 
elect  to  trigger  such  deliberations  through  personal 
contact  with  school  boards. 

If  enough  copies  of  the  August  issue  are  avail- 
able, I propose  that  complimentary  copies  be  sent 
to  the  chairman  of  each  local  school  board  in 
Virginia,  I wish  enough  copies  were  available  for 
every  school  library,  but  I daresay  that  is  too  large 
an  undertaking. 

Robert  F.  Selden,  Jr.,  MD 

Department  of  Pediatrics 
University  of  Virginia  Medical  Center 
Charlottesville  VA  22908 

The  recent  issue  of  Virginia  Medical  was  an- 
other outstanding  issue  of  this  journal.  The  informa- 
tion is  timely,  and  in  my  opinion  copies  should  be 
sent  to  our  Governor,  all  members  of  the  General 
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Three  Liability  Carriers  Answer 
Eligibility,  Cancellation,  Renewal  Queries 


Dr.  Ronald  K.  Davis , chairman  of  The  Medical 
Society  of  Virginia's  Liability  Study  Committee, 
wrote  recently  to  the  three  principal  medical  liabil- 
ity carriers  in  Virginia  asking  them  to  describe  “the 
procedure  by  which  your  company  decides  whether 
or  not  to  1)  decline  coverage  for  a new  physician 
applicant,  or  2)  non-re  new  or  cancel  the  coverage 
of  an  existing  policyholder The  answers  appear 
below.  For  more  on  Dr.  Davis,  see  page  684  of  this 
issue. 

Responding  to  your  letter.  . .we  would  advise 
that  our  current  underwriting  position  with  regard 
to  physicians  is  that  we  are  not  accepting  any  new 
individual  physicians  and  have  not  been  for  the  past 
20  months. 

With  regard  to  cancellation  of  coverage,  our 
policies  are  not  cancelled  mid-term  except  for  loss 
of  license  or  non-payment  of  premium,  and  cover- 
age would  be  non-renewed  in  the  event  of  unaccept- 
able claims  experience  on  the  individual  physician. 

Maynard  R.  Stufft,  CPCU 
Vice  President,  Underwriting 
PHICO  Insurance  Company 
PO  Box  85,  Mechanicsburg  PA  17055-0085 

A Physician  Insurance  Committee  serves  without 
compensation  in  an  advisory  capacity  to  the  Virgin- 
ia Insurance  Reciprocal  staff.  These  are  practicing 
physicians  who  are  diverse  in  specialty  and  terri- 
tory throughout  the  State  of  Virginia.  This  commit- 
tee reviews  all  aspects  of  the  program,  including 
rate  levels,  underwriting,  claims,  and  risk  manage- 
ment, and  in  addition  was  involved  in  establishing 
the  underwriting  guidelines  which  determine  the 
eligibility  of  an  applicant  for  the  program  or  the 
continuation  of  an  insured.  Here  are  some  of  those 
guidelines: 


-Extent  of  practice  outside  of  Virginia. 

-Claims  experience. 

-Unacceptable  or  experimental  drug  prescribing, 
unless  administered  under  a program  of  the  Food 
and  Drug  Administration. 

-Incomplete/inaccurate  application . 

-Under  investigation  by  State  Board  of  Medicine. 

-Privileges  revoked/restricted  by  hospital  of 
practice  or  probationary  status  by  either  hospital  or 
State  Board. 

-No  active  affiliation  at  licensed  hospital. 

-No  specialty  board  eligibility  or  certification. 

-Specialty  board  eligibility  for  four  or  more  years 
without  certification. 

-Failure  to  pass  boards  in  part  or  entire. 

-Practice  outside  of  specialty. 

-Ownership,  operation,  or  practice  in  a free- 
standing abortion  clinic. 

All  renewal  accounts  not  meeting  the  underwrit- 
ing guidelines  are  reviewed  by  staff  approximately 
90  days  prior  to  expiration  date,  and  no  account  is 
non-renewed  without  reference  to  the  Physician 
Insurance  Committee.  The  insured  is  advised  of  the 
review  at  the  time  the  account  is  referred  to  the 
committee.  The  Underwriting  Subcommittee  of  the 
Physician  Insurance  Committee  has  the  responsibil- 
ity for  these  reviews,  and  a physician  who  practices 
within  the  same  specialty  is  assigned  to  perform  the 
review.  If  a review  of  claims  is  necessary,  three 
physicians  review  and  provide  the  subcommittee 
with  their  recommendations.  On  completion  of  this 
process,  the  subcommittee  provides  the  VIR  with 
its  recommendations  as  to  continuation  of  cover- 
age. 

Our  goal  in  underwriting  is  to  avoid  underwriting 
physicians  whose  characteristics  expose  the  pro- 
gram to  undue  risk.  Inability  to  provide  coverage  is 
in  no  way  intended  to  be  a reflection  on  the  physi- 
cian’s practice  or  profession. 
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The  peer  review  process  has  been  extremely 
helpful  to  us  and  has  been  utilized  since  the  incep- 
tion of  the  program  in  1981. 

We  admit  this  process  is  not  perfect,  but  it  is  the 
only  process  of  its  kind  offered  by  any  liability 
insurance  carrier  in  this  state. 

Judy  Kelley 

Second  Vice  President 
Virginia  Insurance  Reciprocal 
PO  Box  31394,  Richmond  VA  23294 

While  the  St.  Paul  presently  has  a countrywide 
moratorium  on  new  business,  additions  to  existing 
accounts,  i.e.,  new  members  to  existing  corpora- 
tions or  partnerships,  are  considered  subject  to 
normal  underwriting. 

New  business  submissions  require  completed  St. 
Paul  applications  personally  signed  by  the  appli- 
cant. Declinations  general  result  from  1)  loss  expe- 
rience of  three  or  more  claims  in  the  last  five  years; 
2)  license  revocation  or  suspension  not  satisfactori- 
ly explained;  3)  license  or  staff  privilege  probation 
not  satisfactorily  explained;  4)  moonlighting  activi- 
ties. 

Non-renewals  are  generally  the  result  of  1)  loss 
experience  of  three  or  more  claims  in  the  last  five 
years;  2)  license  revocation  or  suspension;  3)  lack 
of  cooperation;  4)  unresolvable  conditions. 

Mid-term  cancellations  are  effected  only  for  1) 
non-payment  of  premium;  2)  fraud;  3)  extreme, 
unusual,  unresolvable  situations. 

It  is  our  policy  to  advise  The  Medical  Society  of 
Virginia  staff  of  all  cancellations  and  non-renewals 
prior  to  the  effective  date  of  such  action. 

Robert  P.  Tschida 

Manager,  Medical  Services  Division 
St.  Paul  Fire  and  Marine  Insurance  Company 
1 1200  Waples  Mill  Road 
Fairfax  VA  22030 


Assembly,  and  the  members  of  Congress  represent- 
ing Virginia. 

J.  Latane  Ware,  MD 

5855  Bremo  Road 
Richmond  VA  23226 

May  I please  have  50  or  60  copies  of  the  August 
issue  of  Virginia  Medical  to  distribute  to  stu- 
dents of  the  advanced  biology  class  at  James  Madi- 
son University  when  I give  my  annual  lecture  there 
on  lung  cancer?  The  information  would  be  fine 
supplemental  reading  for  them. 

Joseph  M.  Deignan,  Jr.,  MD 
Winchester  Surgical  Clinic 
PO  Box  2698,  Winchester  VA  22601 

I want  to  compliment  you  on  the  August  issue  of 
Virginia  Medical.  Your  series  of  articles  on 
smoking  was  superb. 

I wonder  if  I might  have  permission  to  photocopy 
these  articles  and  make  these  photocopies  available 
at  no  cost  to  my  patients  in  my  waiting  room? 

George  W.  Luedke,  MD 

1112  Second  Street,  SW 
Roanoke  VA  24016 

Virginia  Medical’s  August  issue  on  tobacco 
was  a most  interesting  issue,  and  I think  it  will  do  a 
great  deal  of  good. 

I have  a recommendation  for  the  next  issue.  Put 
on  the  front,  “First!  Read  the  August  issue!” 

Michael  J.  Moore,  MD 

5005  Hunting  Hills  Drive  SW 
Roanoke  VA  24014 


Editors’  Note;  Close  to  700  overcopies  of  the  August 
issue  were  mailed/shipped  out  in  response  to  re- 
quests such  as  those  in  the  selected  letters  above. 

Dr.  Selden’s  splendid  suggestion  was  carried  out 
with  the  gracious  cooperation  of  Dr.  S.  John  Davis, 
State  Superintendent  of  Public  Instruction,  who 
provided  mailing  labels  for  all  147  school  board 
chairmen  in  Virginia. 

By  the  time  Dr.  Ware’s  bright  idea  arrived,  there 
weren’t  enough  overcopies  left  to  implement  it  in 
full,  but  we  mailed  the  issue  to  the  Governor, 
Lieutenant  Governor,  and  Attorney  General;  the  35 
members  of  the  Committees  on  Health  of  Virginia’s 
Senate  and  House;  and  Senators  Warner  and  Trible 
and  all  ten  congressional  representatives. 

As  for  the  seven  patient  brochures  offered  free  of 
charge  in  the  issue,  53,973  copies  had  been  mailed 
out  as  of  October  15.  ■ 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recalf 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Your  Authorized  Representative 
of  Elcomp  Products  (R.E.P.)  can 

supply  the  cure  for  your  practice 
management  ailments.  The  treat- 
ment is  singular  and  straightforward 
—to  give  you  hardware,  software, 
training,  and  after-purchase  support 
as  one  package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  your  R.E.R  today — you’ll  never 
feel  better. 

BBC  SYSTEMS 


223  Virginia  Ave. 

Suite  D 

Vinton,  Virginia  24179 
(703)  343-3781 
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Press  Party 


Newspaper  by-lines  and  tele- 
vision images  came  to  real 
life  when  The  Medical  So- 
ciety of  Virginia  gave  a party  for 
Virginia’s  press  at  the  Hotel  Jeffer- 
son Sheraton  in  Richmond.  It  was  a 
“media  event,”  in  which  stars  of 
print  and  screen  lunched  with  MSV 
members,  then  listened  to  these 
four  physicians  discuss  newswor- 
thy topics:  Dr.  David  N.  Tornberg 


(alternative  delivery  systems);  Dr. 
Barry  T.  Katzen  and  Dr.  Lazar  J. 
Greenfield  (new  developments  in 
radiology  and  surgery);  and  Dr. 
R.  B.  Young  (ethics).  MSV  Presi- 
dent Charles  M.  Caravati,  Jr.,  wel- 
comed the  guests,  and  Dr.  C.  M. 
Kinloch  Nelson,  chairman  of  the 
Society’s  Public  Relations  Com- 
mittee, conducted  the  speakers  fo- 
rum. — A.G. 


Andrea  McDaniel  of  WWBT-TV, 
Richmond,  has  a rapt  audience  in 
Dr.  William  S.  Tunner,  Richmond. 
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Dr.  R.  B.  Young  goes  over  his  speech. 


Dr.  Margaretta  K.  Bowers,  Acco- 
mack, looks  over  the  “Media  Guide 
to  Virginia  Medicine”  prepared  es- 
pecially for  the  event. 


Gesturing  to  amplify  his  message,  Charles  Hite  of  the  Roanoke  Times  & 
Photos  by  Cyane  Lowden  World-News  compels  Dr.  Richardson  Grinnan’s  attention. 
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JANUARY 


JANUARY  1990 


Saturday 


JANUARY  10a* 
JANUARY  1986 


Monday 


Tuesday 


Wednesday 


Thursday 


Saturday 


The  MGMA/AGPA  endorsed  Medical  Group  Practice  Program 
is  underwritten  by  Continental  Casualty  Company, 
one  of  the  CNA  Insurance  Companies. 


CNA 


For  All  the  Commitments  You  Make' 


CNA’s  group  medical  malpractice 
program...good  for  the  long  term. 


Is  your  group  medical  malpractice  insurer  finan- 
cially sound?  At  CNA  Insurance,  our  financial 
stability  ranks  among  the  highest  in  the  industry. 
Making  our  group  malpractice  protection  good 
now. . . and  for  the  long  term. 

Our  medical  malpractice  program  is  backed 
by  Continental  Casualty  Company-one  of  the 
CNA  Insurance  Companies  that  has  earned  an 
A+  rating  for  financial  strength  from  A.  M.  Best 
& Co.,  an  independent  rating  service.  We’re  also 
rated  AAA  by  Standard  & Poor’s  for  our  ability  to 
pay  claims.  With  our  financial  stability,  we  can 
support  our  commitment  to  one  of  the  leading 
medical  malpractice  programs. 


As  a leader,  we’ve  come  to  specialize  in  pro- 
tection for  multi-specialty  group  practices  of  five 
or  more  physicians.  This  protection  includes 
coverages  tailored  for  your  group  practice,  as  well 
as  for  individual  physicians  within  your  group. 

For  group  malpractice  protection  that’s 
financially  stable  and  good  for  the  long  term, 
contact  your  local  CNA  agent,  or 
CNA  Insurance  Companies 
Professional  Liability  Division 
CNA  Plaza 
Chicago,  1L  60685 
(312)822-2229 


THE  AUXILIARY 


Furry  Friends  for  Old  Folks 


An  estimated  570,630  Virginians, 
or  10%  of  the  state’s  entire 
population,  are  over  the  age  of  65, 
according  to  the  Virginia  Depart- 
ment of  Planning  and  Budget. 
Many  of  these  elderly  people  live  in 
social  isolation  and  loneliness.  In 
an  effort  to  diminish  this  problem, 
the  Medical  Society  of  Virginia 
Auxiliary  has  joined  with  the  Ral- 
ston Purina  Company  in  a “Pets  for 
People”  program.  The  program  of- 
fers to  individuals  over  60  years  of 
age  the  opportunity  to  adopt  pets 
from  shelters  of  the  Society  for  the 
Prevention  of  Cruelty  to  Animals — 
dogs  and  cats  longing  for  compan- 
ionship and  homes.  Purina  pays  for 
the  costs  associated  with  the  adop- 
tion, including  vaccinations  and 
spaying/neutering,  and  provides  a 
free  leash,  collar,  bowl,  and  starter 
supply  of  food.  Applicants  are 
screened  carefully  by  the  SPCA 
and  given  an  orientation  which 
covers  not  only  the  benefits  but  the 
responsibilities  of  pet  ownership. 
The  SPCA  also  monitors  the  new 
relationships  periodically  following 
adoption  to  be  sure  both  pets  and 
people  are  getting  along  well. 

In  Virginia,  Purina  has  selected 
the  SPCAs  in  Richmond,  Norfolk, 
Virginia  Beach,  and  Newport 
News  to  participate  in  the  program; 
with  the  MSV  Auxiliary’s  involve- 
ment, the  program  may  spread 
throughout  the  state.  Auxilians  will 
present  the  program  to  civic  groups 
in  their  communities  with  a speech 
and  slide  presentation  that  has 
been  added  to  the  Auxiliary’s 
Speakers  Bureau  portfolio. 


The  Auxiliary  will  also  promote 
pet  therapy  in  nursing  homes. 
There  are  studies  which  support 
the  theory  that  such  interaction 
with  animals  brings  increased  mo- 
bility, speech,  and  alertness  to 
nursing  home  residents,  and  many 
of  the  SPCAs  in  Virginia  have  such 
pet  therapy  programs  in  place. 
Most  are  inactive,  however,  be- 
cause of  the  lack  of  the  necessary 
volunteers  and  money.  The  Auxil- 
iary will  recruit  volunteers  to  visit 
nursing  homes  with  pets  and  will 
solicit  financial  support  to  fund  the 
program. 

The  four  SPCAs  participating  in 
the  adoption  process  will  honor  ap- 


plications from  elderly  persons  liv- 
ing anywhere  in  the  state.  If  you 
would  like  some  patient  brochures 
describing  the  adoption  program, 
write  to  Pets  for  People  Brochures, 
Virginia  Medical,  4205  Dover 
Road,  Richmond  VA  23221. 

Or  if  you  have  questions  about 
either  the  adoption  or  the  nursing 
home  therapy  program,  call  Mrs. 
William  W.  Gough  of  Norfolk  at 
(804)  489-4498.  She  is  chairman  of 
the  MSVA  project  and  will  be  hap- 
py to  help  you  help  your  patients. 

— Madeline  Sly 

Mrs.  Sly  is  to  be  installed  as  Presi- 
dent of  the  Medical  Society  of  Virginia 
Auxiliary  this  month. 


Doug  Burlein 
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WHEN  YOU'RE  READY  TO  COMPUTERIZE  YOUR 
MEDICAL  OFFICE,  CONSULT  THE  EXPERTS! 


JACK  L.  HARTMAN  & COMPANY 


5 QUESTIONS  TO  ASK  BEFORE  INVESTING  IN  YOUR  FUTURE: 


1 . Has  the  computer  company  been  in  business  for  a minimum  of  1 0 years? 

— A good  reputation  and  recommendations  from  other  doctors  mean  dependability. 

2.  Does  the  computer  company  offer  a wide  variety  of  software  and  hardware 
to  enable  them  to  fulfill  your  needs? 

— Be  sure  the  company  you  choose  has  many  options  in  order  to  provide  you  with  the 
solution  which  is  best  for  you. 

3.  Is  the  computer  company  prepared  to  support  your  investment? 
—Professionals  in  support  and  service  should  be  competently  trained  by  the 

manufacturers,  enabling  you  to  receive  the  best  possible  assistance. 

4.  Does  the  software  support  department  provide  professional  on-site  training 
for  your  office  personnel? 

— If  training  is  conducted  at  your  site,  your  business  flow  will  not  be  affected. 

5.  If  hardware  repairs  are  necessary,  will  the  equipment  have  to  be  shipped 
back  to  the  manufacturer  or  will  it  be  serviced  at  your  location? 

— Be  sure  you  know  how  each  situation  will  be  handled  and  who  will  be  there  to  help  if 
it  becomes  necessary. 

JACK  L.  HARTMAN  & COMPANY  has  earned  an  excellent 
reputation  by  serving  the  community  for  over  24  years.  We  are  dealers  for 
seven  hardware  companies  and  more  than  100  software  companies.  We  have 
a large  staff  of  software  support  and  hardware  service  personnel  who  are 
trained  by  each  manufacturer  to  meet  the  needs  of  a medical  practice.  Support, 
service,  maintenance,  and  training  are  available  on-site  to  satisfy  your 
requirements. 


FOR  A TOTAL  SOLUTION,  CALL: 
(703)362-1891  - local  Roanoke,  VA  area,  or 
(800)542-5899  - toll-free  in  VA 
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Coping  with  the  Gatekeeper 


“Being  a gatekeeper  is  not  much  fun. 
An  angry  attitude  by 
a secondary  care  provider 
does  not  make  things  any  easier.” 


by  John  D.  Grad 


Health  maintenance  orga- 
nizations are  like  salad 
bars:  they  sell  all  the  health 
care  one  can  consume  for  a fixed 
price.  In  a restaurant,  the  establish- 
ment itself  bears  the  risk  of  loss  from 
overeaters;  in  the  health  care  busi- 
ness, the  ones  at  risk  are  usually  the 
chefs.  In  an  HMO,  the  chef  is 
known  as  the  “gatekeeper.” 

The  HMO  exemplifying  this 
analogy  operates  on  a “capitated” 
basis  and  is  usually  an  IPA-type 
HMO,  since  closed  panel  HMOs 
customarily  have  salaried  special- 
ists on  staff.  A subscriber  pays  a 
fixed  fee  to  the  administrating  body 
of  an  HMO.  Certain  administrative 
costs  are  taken  out  of  that,  and 
then  remaining  funds  are  typically 
split  into  two  pots  which  are  direct- 
ed towards  the  primary  care  practi- 
tioners (i.e.,  family  practice  doc- 
tors, internists,  pediatricians, 
general  practitioners,  and  the  like). 


These  primary  care  providers  are 
known  as  “gatekeepers,”  because 
they  direct  the  flow  of  patients 
thereafter  within  the  system.  One 
pot  of  money  is  given  directly  to 
the  gatekeeper,  who  is  paid  a fixed 
price  per  patient  based  on  the  num- 
ber of  patients  he  is  managing  for 
the  HMO.  The  second  pot  is  a pool 
of  money  which  is  subject  to  ad- 
justments. If  patients  are  referred 
to  secondary  care  providers  or  spe- 
cialists, they  are  paid  for  from  that 
second  pool.  At  certain  intervals  an 
accounting  is  made  and  the  gate- 

The  author  is  a member  of  the  Vir- 
ginia, District  of  Columbia,  and  New 
York  bars  and  is  counsel  to  the  Alexan- 
dria Medical  Society.  The  ideas  ex- 
pressed in  this  article  are  his  personal 
opinions  and  not  necessarily  those  of 
his  clients.  Address  correspondence  to 
him  at  PO  Box  1417-A44,  Alexandria 
VA  22313. 


keeper  receives  a substantial  per- 
centage of  what  is  left  in  the  pool — 
after  the  secondary  care  providers 
have  been  paid  (and  assuming  that 
the  gatekeeper  has  complied  with 
certain  rules  regarding  utilization). 

The  bottom  line  is  that  every 
time  a gatekeeper  refers  a patient 
to  a specialist,  he  takes  money  out 
of  his  own  pocket. 

The  result?  Natural  built-in  in- 
centives for  the  gatekeeper  not  to 
refer  to  specialists  but  rather  to  do 
certain  procedures  himself  that  he 
might  not  do  in  traditional  medi- 
cine, to  not  perform  what  might  be 
viewed  as  extra  testing  or  “look  for 
trouble.”  There  is  financial  pres- 
sure to  treat  the  patients  less,  to  do 
phone  consults  with  patients  rather 
than  visits,  to  have  short  visits 
rather  than  long  visits,  and  to  not 
refer  the  patient  out. 

As  a result  of  these  incentives 
and  pressures,  the  gatekeepers  find 
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themselves  doing  procedures  them- 
selves that  they  previously  referred 
out,  waiting  for  medical  problems 
to  become  worse  before  referring  a 
patient  out,  and  not  using  second- 
ary providers  for  preventive  care. 

The  secondary  providers,  for 
their  part,  have  to  cope  with  all  of 
the  tendencies  of  the  gatekeepers 
under  the  capitated  HMO  system 
related  above;  lesser  fees  for  the 
same  work;  sicker  patients;  pres- 
sure to  do  less;  the  peer  review 
constraints  of  the  HMO;  and  re- 
strictions about  how  work  is  done 
(permission  from  the  gatekeeper  to 
do  work,  second  opinions,  etc.). 

Who  are  the  secondary  care  pro- 
viders that  are  hit  the  hardest  by 
the  pressures  of  an  HMO  system? 
Gynecologists  (Pap  smears  are  now 
routinely  done  by  gatekeepers), 
ophthalmologists,  orthopedists, 
dermatologists,  urologists,  podia- 
trists, and,  to  some  exent,  neurolo- 
gists. These  are  practitioners  to 
whom,  in  traditional  medicine,  pa- 
tients often  self-refer.  Since  an 
HMO  patient  needs  the  permission 
of  a gatekeeper  to  go  to  a second- 
ary provider — or  anyone  other  than 
the  gatekeeper — self-referral  to 
these  types  of  practitioners  is  non- 
existent. Others  are  affected,  such 
as  rheumatologists,  who  no  longer 
are  able  to  treat  patients  for  chron- 
ic illness  on  a continuing  unfettered 
basis. 

The  result:  Some  patients  are 
upset  because  they  “lose  their  doc- 
tor;” specialists  may  be  upset  be- 
cause of  the  loss  of  patients  and  the 
poor  health  of  patients  sent  to 
them;  and  gatekeepers  become  up- 
set because  they,  too,  suffer  eco- 
nomic constraints,  the  pressures  of 
this  economic  balancing  act,  and 
the  hostility  of  secondary  providers. 

How  should  the  secondary 
health  care  provider  cope 
with  all  of  this?  Among 
possible  strategies  are  the  seven 
following: 


1.  The  secondary  provider  must 
establish  good  relations  with  the 
gatekeepers.  The  traditional  per- 
sonal marketing  strategy  based 
upon  social  and  business  contacts 
is  as  important  as  ever.  When  the 
gatekeeper  needs  to  refer  patients 
out,  obviously  the  specialist  would 
like  his  name  to  be  at  the  top  of  the 
list. 

2.  The  specialist  should  make 
himself  liberally  available  to  gate- 
keepers for  consults.  My  sugges- 
tion is  to  do  so  willingly  and  freely 
without  charge.  If  the  gatekeeper 
feels  free  to  call  up  a secondary 
provider  and  ask  questions,  he  will 
be  more  likely  to  refer  patients  to 
that  specialist.  If  the  specialist  wor- 
ries about  compensation  for  every 
phone  call,  he  only  invites  disinter- 
est in  the  long  run. 

3.  Understand  that  while  the  ca- 
pitated gatekeeper  controls  the 
flow  of  patients,  he  is  under  tre- 
mendous economic  constraints  as 
well.  He  may  be  taking  a 20%  re- 
duction in  usual  fees,  which  is,  in 
practical  terms,  a worse  loss  for 
him  than  a 20%  reduction  in  a sur- 
gical fee.  A perfect  example  of  the 
pressure  is  shown  by  this  story.  A 
gatekeeper  referred  a patient  to  a 
secondary  care  provider  who 
called  and  asked  permission  to  per- 
form a series  of  tests.  The  gate- 
keeper asked,  “If  the  money  for 
these  tests  has  to  come  out  of  your 
pocket,  would  you  do  these  now?” 
The  specialist  thought  about  it  and 
answered,  “Well,  perhaps  we  can 
wait  a little  bit  until  the  condition 
gets  worse,  if,  indeed,  it  does.” 
That  sort  of  response  was  comfort- 
ing to  the  gatekeeper.  The  moral: 
Like  it  or  not,  money  is  a compo- 
nent part  of  professional  judgment 
in  the  HMO  system.  Communicat- 
ing your  understanding  of  this  en- 
genders the  trust  of  the  gatekeeper. 

4.  Ensure  that  your  office  staff 
signals  you  when  an  HMO  patient 
is  about  to  be  seen.  I believe  we 
really  are  establishing  a dual  sys- 


tem of  medicine.  Tests  which  you 
might  automatically  order  under 
traditional  medicine  should  not  be 
ordered  without  checking  with  the 
gatekeeper,  if  at  all.  It  drives  gate- 
keepers crazy  when  specialists  or- 
der batteries  of  tests  and  then  ask 
for  retroactive  approval.  This  is  not 
only  a violation  of  the  rules  in  the 
HMO  system,  but  it  is  extremely 
discourteous. 

5.  Send  the  patient  back!  Savvy 
physicians  have  always  understood 
this  as  a principle  and  know  that 
this  is  the  key  to  getting  referrals 
from  primary  care  providers.  With- 
in the  HMO  system,  for  the  rea- 
sons explained  above,  it  is  an  eco- 
nomic necessity. 

6.  Give  the  gatekeeper  immedi- 
ate feedback  when  you  make  a 
consult.  This,  of  course,  should  be 
done  in  traditional  medicine  as 
well.  However,  given  the  tremen- 
dous peer  review  pressures  within 
the  HMO  system,  this  is  more  criti- 
cal than  ever  for  the  gatekeeper  in 
managing  his  HMO  caseload. 

7.  Finally,  do  not  have  a chip  on 
your  shoulder  about  the  difficulties 
of  working  with  HMO  patients.  Re- 
member, the  financial  squeeze  on 
the  capitated  primary  care  provider 
is  relatively  worse  than  yours.  Be- 
ing a gatekeeper  is  not  much  fun. 
The  pressures  are  enormous.  There 
is  the  spector  of  liability  over  doing 
procedures  previously  referred 
out,  or  overwithholding  or  mini- 
mizing medical  intervention,  and 
over  all  of  the  tendencies  that  are 
created  by  the  financial  system  not 
to  render  care.  The  reward  for  all 
of  this  is  a reduced  fee  and  the 
burden  of  actuarial  risk.  This  is 
aggravating  and  difficult  for  the 
gatekeeper,  and  an  angry  attitude 
by  a secondary  care  provider  does 
not  make  things  any  easier. 

The  author  thanks  Pat  Tokarz,  MD, 
a gatekeeper  and  board  member  of 
Physician  Care,  a doctor-owned  IPA- 
HMO  in  Arlington,  for  his  insights. 
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Coining  of  Age  in  Virginia: 

HMDs 


“Physicians  are  in  the  best  position 
to  guide  society  toward  the 
elusive  goal  of  properly  balancing 
clinical  and  financial  imperatives.” 


by  Mark  Reisler 


£ V ^octors  no  longer  have 
I the  option  of  liking 
17  HMOs  or  not,”  said  a 
Richmond  general  practitioner.  “A 
doctor  would  be  crazy,”  agreed 
another  Richmond  physician  who 
enjoys  an  active  family  practice, 
“not  to  affiliate  with  as  many  plans 
as  possible.”  “The  mind  set  of 
physicians  has  changed  drastical- 
ly,” explained  a senior  executive 
of  a for-profit  hospital  chain  with  a 
major  presence  in  the  state  capital. 

Sentiments  such  as  these  are  il- 
lustrative of  the  revolution  sweep- 
ing the  organization  of  medical 
services  delivery  in  the  United 
States.  By  no  means  has  Virginia 
been  immune  to  this  change.  The 
health  care  industry  has  undergone 
a dramatic  transformation  over  the 


last  four  or  five  years.  At  the  crux 
of  the  health  care  revolution  is  a 
potent  new  force — competition. 
The  financial  underpinnings  that 
for  decades  supported  the  Ameri- 
can health  care  delivery  system 
have  been  radically  altered  as  pre- 
paid alternative  delivery  plans  in- 
vade the  traditional  fee-for-service 
marketplace  with  a vengeance.  Al- 
ternative delivery  plans  such  as 
HMOs,  once  viewed  as  aberrations 
somewhat  akin  to  socialized  medi- 

Mark  Reisler  is  assistant  dean  for 
administration  and  associate  professor 
of  business  administration  at  the  Uni- 
versity of  Virginia’s  Colgate  Darden 
Graduate  School  of  Business.  Address 
correspondence  to  him  at  Box  6550, 
Charlottesville  VA  22906-6550. 


cine,  have  begun  to  enjoy  wide- 
spread public  acceptance  and  rapid 
development  in  most  health  care 
markets  throughout  the  United 
States. 

The  growth  rate  of  HMOs  has 
been  remarkable.  In  1980,  nation- 
wide there  were  about  230  HMOs 
of  all  varieties  serving  less  than 
nine  million  people.  By  the  end  of 
1985  some  21  million  Americans 
were  enrolled  in  480  prepaid  plans. 
Virginia  has  participated  in  the  un- 
precedented burgeoning  of  alterna- 
tive delivery  medicine.  At  the  out- 
set of  the  decade  the  state’s  only 
HMO  activity  was  found  in  subur- 
ban Northern  Virginia,  the  legacy 
of  three  pioneering  plans  in  Wash- 
ington (Group  Health  Association 
and  the  health  plans  of  Georgetown 
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and  George  Washington  Universi- 
ties). No  other  HMOs  were  even 
on  the  horizon.  In  1983,  however, 
the  storm  broke  and  the  HMO  in- 
cursion commenced  in  earnest. 
The  survey  by  Virginia  Medi- 
cal reported  in  this  issue  reveals 
eighteen  HMOs  of  all  varieties  op- 
erating in  the  Commonwealth. 
Tidewater,  Richmond,  and  North- 
ern Virginia  now  have  multiple 
HMOs  competing  for  business,  and 
both  providers  and  entrepreneurs 
are  scrutinizing  such  smaller  cities 
as  Roanoke  for  possible  HMO  de- 
velopment. 

The  national  trend  of  which  Vir- 
ginia is  a part  is  gaining  momen- 
tum. HMO  enrollment  continues  to 
rise.  Some  health  care  analysts 
boldly  predict  that  as  much  as  half 
the  country’s  population  will  join 
HMOs  by  the  mid-1990s.  A few 
urban  areas  which  pioneered  the 
prepaid  contract,  such  as  Minne- 
apolis-St.  Paul  and  San  Francisco, 
already  show  an  HMO  market  pen- 
etration of  more  than  40%.  Even  if 
attainment  of  the  50%  figure  within 
a decade  is  a bit  ambitious,  it  is 
clear  that  the  HMO  has  already 
captured  a place  as  a major  player 
in  the  delivery  of  health  care  in  the 
United  States.  Moreover,  prepaid 
plans  are  destined  to  assume  a role 
that  will  become  increasingly  sig- 
nificant in  the  years  ahead. 

The  boom  in  HMOs  has  not 
occurred  spontaneously. 
For  years,  a concept  now 
more  than  a half  century  old  had 
lain  relatively  dormant.  Even  an 
infusion  in  the  mid-1970s  of  federal 
grants  and  loans  designed  to  spur 
HMO  development  failed  to  gava- 
lanize  the  march  of  prepaid  medi- 
cine we  have  witnessed  in  the  last 
few  years.  It  took  the  influence  of 
two  new  and  powerful  forces,  both 
responses  to  skyrocketing  medical 
expenditures  in  the  late  1970s  and 
early  1980s,  to  catalyze  the  HMO 
movement.  The  first  force  was 


ideological.  Dismayed  by  inflation- 
ary health  care  costs  seemingly  im- 
mune to  federal  legislative  control 
and  encouraged  by  the  deregula- 
tion movement  sweeping  such 
other  sectors  of  the  economy  as 
transportation,  banking,  and  com- 
munications, health  care  policy 
makers  shifted  from  a reliance  on 
regulation  to  a faith  in  competition 
as  the  best  mechanism  to  govern 
the  health  care  industry. 

The  second  force  was  economic 
Bloated  health  care  premiums  an 
diminishing  profits  transformed  th 
American  business  community 
from  a passive  funder  of  open-end 
ed  medical  insurance  to  an  active 
participant  in  the  health  care  maT 
ketplace  intent  on  negotiating  fi. 
vorable  deals  with  providers  to  cut 
costs.  Business  leaders  on  the  na- 
tional level,  through  vehicles  like 
the  United  States  Chamber  of 
Commerce  and  the  Business 
Roundtable,  energetically  began  to 
promote  HMOs  as  an  alternative  to 
the  fee-for-service  system  they  per- 
ceived as  out  of  control.  Likewise, 
employers  at  the  local  level  in- 
spired the  establishment  of  prepaid 
plans  in  communities  throughout 
the  country.  In  Richmond,  for  ex- 
ample, the  Metropolitan  Richmond 
Chamber  of  Commerce  undertook 
an  HMO  feasibility  study  as  early 
as  1981  and  encouraged  the  quick 
initiation  of  the  area’s  first  HMO. 

In  response  to  the  urgings  of  both 
the  business  community  and  a Rea- 
gan Administration  dedicated  to 
stimulating  health  care  competi- 
tion, the  HMO  industry  has  under- 
gone rapid  expansion.  Joining  the 
non-profit  staff  and  group  plans, 
such  as  Kaiser  Permanente  in  Cali- 
fornia and  Group  Health  in  Wash- 
ington, which  stood  as  lonely  leaders 
of  prepaid  medicine  for  decades, 
has  been  a new  breed  of  for-profit 
corporate  entrants  into  the  alterna- 
tive delivery  movement.  One  seg- 
ment of  the  for-profit  contingent 
consists  of  such  recent  entrepren- 


eural  ventures  as  U.S.  Health  Care 
Systems,  Maxicare  Health  Plans, 
and  HealthAmerica  (which  is  being 
acquired  by  Maxicare,  including  its 
Tidewater  affiliate).  They  have 
rushed  to  carve  out  an  early  pres- 
ence in  promising  HMO  markets. 

Sensing  the  erosion  of  their  tradi- 
tional health  insurance  market, 
some  of  the  nation’s  insurance  gi- 
ants, familiar  names  like  Pruden- 
tial, which  initiated  PruCare,  Rich- 
mond’s first  HMO;  /Etna.,  which 
offers  Virginians  a plan  called 
CHOICE;  and  the  Travelers  Insur- 
ance Company,  which  recently 
bought  the  Whittaker  Corpora- 
tion’s nationwide  chain  of  HMOs 
(including  the  Norfolk  plan  found- 
ed in  1984  by  a group  of  physicians, 
who  sold  it  to  Whittaker),  have 
likewise  made  substantial  financial 
commitments  to  enter  the  alterna- 
tive health  care  delivery  business. 

Finally,  the  nation’s  largest  in- 
vestor-owned hospital  chains — 
Hospital  Corporation  of  America, 
Humana,  American  Medical  Inter- 
national, and  National  Medical  En- 
terprises— have  all  adopted  aggres- 
sive strategies  calling  for 
diversification  into  insurance  com- 
bined with  alternative  delivery 
plans. 

HCA,  for  example,  last  year  pur- 
chased United  Medical  Plan,  an 
independent  practice  association 
established  in  Richmond  and  Tide- 
water in  1983  by  out-of-state  entre- 
preneurs. The  hospital  giant  has 
incorporated  United  Medical  Plan 
into  a major  new  company  divi- 
sion, HCA  Health  Plans.  The  ac- 
quisition fits  with  HCA’s  strategy 
to  offer  employers  attractive  insur- 
ance and  medical  service  delivery 
packages  designed  to  fill  beds  in 
the  company’s  more  than  400  hos- 
pitals, five  of  which  (three  owned 
and  two  managed)  are  located  in 
metropolitan  Richmond. 

Similiarly,  American  Medical  In- 
ternational entered  the  Northern 
Virginia  market  this  year  by  buying 
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the  George  Washington  University 
Health  Plan,  which  had  been 
owned  and  operated  by  the  univer- 
sity since  1972. 

What  of  the  players  who  had 
dominated  the  health  care  delivery 
system  in  the  tranquil  days  prior  to 
the  revolution?  They  too  have 
joined  in  the  competitive  foray. 
Blue  Cross  and  Blue  Shield  of  Vir- 
ginia, for  decades  the  mechanism 
through  which  physician  fee-for- 
service  and  hospital  cost-plus  reim- 
bursement operated  so  smoothly, 
first  launched  a PPO  called  Key- 
Care,  then  quickly  followed  up 
with  a health  maintenance  organi- 
zation, HMO  Plus. 

Likewise,  the  physician  commu- 
nity has  undertaken  a strong  defen- 
sive posture.  In  Richmond,  more 
than  500  doctors  have  invested  suf- 
ficient capital  to  establish  Southern 
Health  Services,  a physician- 
owned  and  controlled  alternative 
delivery  plan  designed  to  compete 
head-on  with  the  interlopers  spon- 
sored by  insurance  companies  and 
proprietary  hospital  chains.  In 
Northern  Virginia,  physicians  hold 
controlling  ownership  of  Physi- 
cians Care,  in  Arlington,  and  M.D. 
IPA,  which  is  headquartered  in 
Rockville,  Maryland.  Even  in  lo- 
calities that  have  yet  to  face  an 
invasion  of  outside  interests,  such 
as  Charlottesville,  doctors  and 
community  hospitals  are  actively 
searching  for  the  proper  alternative 
delivery  structure  to  fend  off  antici- 
pated incursions. 

The  result  of  this  frenetic  activity 
has  been  a proliferation  of  alterna- 
tive delivery  plans  of  all  stripes. 
Each  plan  manifests  a burst  of 
competitive  energy  as  it  seeks  to 
differentiate  itself  from  the  pack 
and  achieve  quick  market  gains.  At 
the  same  time  that  individual 
HMOs  jockey  for  leadership,  they 
formed  the  Virginia  HMO  Associa- 
tion, a lobbying  group  designed  to 
represent  the  interests  of  the  new 
industry  before  state  agencies  that 


must  now  grapple  with  the  problem 
of  how  to  regulate  the  continually 
changing  structural  forms  of  health 
care  delivery. 

What  will  the  competitive 
revolution  now  unfold- 
ing mean  for  the  future 
of  medical  care  delivery  in  Virgin- 
ia? While  the  flames  continue  to 
burn  intensely  and  the  smoke  casts 
an  obscuring  shadow,  a gaze  into 
the  future  reveals  some  tentative 
generalizations  about  expected 
outcomes. 

First,  it  is  clear  that  alternative 
forms  of  delivering  medical  care 
are  here  to  stay.  Enthusiastic  em- 
ployer and  subscriber  support  has 
led  to  inevitable — albeit  at  times 
begrudging — acceptance  of  the  pre- 
paid concept  by  both  physicians 
and  hospitals.  To  date,  HMOs  in 
Virginia  have  made  only  initial 
steps  in  what  will  prove  to  be  sub- 
stantial market  penetration  in  many 
of  the  state’s  urban  areas.  While 
local  conditions  will  vary,  it  is  con- 
ceivable that  alternative  delivery 
plans  will  attract  at  least  35%-40% 
of  employer-funded  health  insur- 
ance enrollees  in  the  Common- 
wealth’s three  high  population  tar- 
get areas:  Richmond,  Tidewater, 
Northern  Virginia.  In  response  to 
market  demand,  alternative  deliv- 
ery plans  will  emerge  in  a variety  of 
hybrid  structural  forms  that  deviate 
considerably  from  the  pure  HMO 
model. 

Second,  research  has  demon- 
strated that  much  of  the  cost  ad- 
vantage of  HMOs  stems  from  their 
substantially  reduced  use  of  the 
hospital.  This  knowledge,  in  tan- 
dem with  general  cost  containment 
pressures,  has  stimulated  an  al- 
tered style  of  practice  in  the  tradi- 
tional medical  delivery  system  that 
deemphasizes  hospitalization.  As  a 
result,  hospital  utilization  has 
plummeted.  In  1981,  for  example, 
the  average  community  hospital 


occupancy  rate  in  this  country  was 
76%;  by  1985  it  had  dipped  below 
66%.  This  trend,  the  result  of  de- 
clining admission  rates  and  average 
lengths  of  stay,  will  continue  as 
HMO  hospital  utilization  rates  are 
set  forth  as  yardsticks  against 
which  the  larger  medical  communi- 
ty will  be  measured  by  funders  of 
health  insurance.  The  concepts  of 
“utilization  review”  and  “man- 
aged care”  will  become  the  norm  in 
all  facets  of  American  medicine. 

Third,  vigorous  competition  will 
lead  to  a shakeout  in  both  the  alter- 
native delivery  and  hospital  seg- 
ments of  the  health  care  industry. 
Certainly  some  of  the  HMOs  will 
fail  and  some  community  hospitals 
will  close  or  be  converted  to  other 
purposes.  Insurance  plans  of  all 
varieties  will  be  under  severe  pres- 
sure from  employers  to  minimize 
premiums.  Recently,  in  fact,  large 
employers  in  other  parts  of  the 
country  have  begun  to  question 
why  HMOs  aren’t  saving  them 
larger  sums  if  they  are  so  cost 
efficient.  Employer  expectations 
have  been  raised — perhaps  unreal- 
istically— to  such  heights  that  they 
will  reward  those  plans  that  prom- 
ise cost  advantages  and  ignore 
those  that  do  not.  Activist  employ- 
ers will  exert  greater  and  greater 
influence  on  how  benefit  plans  are 
structured,  managed  and  priced. 
Only  those  alternative  delivery 
plans  which  possess  outstanding 
management,  sufficient  capital,  and 
a strong  market  orientation  will 
survive  and  prosper. 

Fourth,  the  health  care  industry 
will  undergo  increasing  consolida- 
tion as  hospital  networks,  both  pro- 
prietary and  voluntary,  insurance 
carriers,  and  for-profit  HMO 
chains  pursue  horizontal  and  verti- 
cal integration  plans.  Locally  con- 
trolled HMOs  will  become  likely 
takeover  targets  for  aggressive  hos- 
pital, HMO,  and  insurance  compa- 
nies intent  upon  fashioning  national 
health  care  organizations  able  to 
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offer  a comprehensive  array  of 
services  to  major  employers.  The 
lines  of  demarcation  that  once 
clearly  separated  the  three  primary 
building  blocks  of  medical  care  in 
the  United  States — physicians, 
hospitals,  and  insurers — are  fast 
evaporating.  The  growing  glut  of 
physicians  will  intensify  this  trend 
as  young  doctors  emerge  from 
training,  face  stiff  competition  for 
positions,  and  become  increasingly 
willing  to  work  for  corporate  medi- 
cal concerns.  Some  observers, 
such  as  Dr.  Paul  Ellwood,  the  not- 
ed health  care  consultant  who 
coined  the  term  “health  mainte- 
nance organization”,  predict  that 
the  integration  of  the  medical  serv- 
ices industry  will  proceed  so  rapid- 
ly that  within  a decade  as  few  as  20 
leviathan  “SuperMeds”,  highly  in- 
tegrated and  capitalized  provider/ 
insurers,  will  dominate  health  care 
delivery  in  this  nation. 

Finally,  physicians  must  remain 
the  guardians  of  quality  in  a revolu- 
tionized health  care  industry.  It  is 
clear  that  the  sovereignty  of  the 
medical  profession  has  diminished 
in  an  industry  that  must,  by  finan- 
cial necessity,  focus  much  atten- 
tion on  the  bottom  line.  Neverthe- 
less, health  care  must  not  be 
perceived  as  just  one  of  an  array  of 
highly  competitive  service  indus- 
tries that  now  inhabit  a newly  de- 
regulated American  political  econ- 
omy. Rather,  the  health  care 
industry  provides  a social  good  the 
quality  and  accessibility  of  which 
must  be  protected.  While  recogniz- 
ing the  economic  forces  that  have 
demanded  new  forms  of  organizing 
medical  care  delivery,  and  while 
heeding  the  need  to  practice  judi- 
cious cost  containment,  the  physi- 
cian community  remains  in  the  best 
position  to  guide  society  toward 
the  elusive  goal  of  properly  balanc- 
ing clinical  and  financial  impera- 
tives. ■ 


A Lot  of  Organizing  Going  On 

The  explosive  growth  of  Virginia’s  JJMO  licensees  in  the  past 
five  years  reflects  the  national  pattern — from  243  HMOs  nationwide 
in  1981  to  480  in  1985. 1 Some  say  there  are  too  many  HMOs,  but  so 
far  the  attrition  rate  is  low;  two  went  out  of  business  in  1985,  reports 
InterStudy,  the  Minnesota-based  health  policy  research  firm. 

California  is  the  HMO  hotbed.  There  InterStudy  counts  40  HMOs 
with  6.2  million  enrollees,  3.8  million  of  them  card-carriers  of  the 
Kaiser  North  and  South  plans.  Another  hotbed,  Minnesota,  has  far 
fewer  HMOs,  11  in  all,  but  they  enroll  almost  1 million  members 
(versus  Virginia’s  189,309),  with  42%  of  them  in  the  Twin  Cities. 

Most  of  the  HMOs  over  the  country  are  owned  and  operated  by 
big-time  marketing  pros,  but  physicians  are  challenging  them  with 
prepaid  plans  of  their  own,  and  organized  medicine  is  helping  them 
compete.  An  HMO  feasibility  study  commissioned  by  The  Medical 
Society  of  Virginia  concluded  that  the  abundance  of  HMOs  already 
in  place  in  Virginia  rendered  an  MSV  enterprise  too  risky,  but  where 
the  HMO  market  is  not  yet  crowded,  state  medical  societies  are 
sponsoring  plans.  The  Medical  Association  of  Georgia’s  was  the 
first  such  HMO  to  become  operational,  bankrolled  with  $3.5  million 
in  working  capital,  of  which  $2.5  million  was  raised  by  assessing  the 
association’s  6,300  members.  Both  the  Mississippi  and  South  Dako- 
ta state  societies  are  enrolling  physicians  in  their  IPA-type  plans. 
The  Connecticut  Medical  Society  is  working  up  the  first  statewide 
HMO  in  that  state.  In  North  Carolina,  Tennessee,  West  Virginia, 
and  New  Jersey,  delegates  of  the  state  medical  associations  have 
voted  to  develop  plans  to  compete  with  HMOs. 

Here  in  Virginia,  the  joint  HMO  venture  under  discussion  by 
three  state  specialty  societies  since  1984  was  given  impetus  when  a 
New  York  investor  and  the  University  of  Virginia  in  Charlottesville 
indicated  they  might  be  willing  to  participate.  The  three  specialty 
groups  are  the  Virginia  Academy  of  Family  Physicians,  Virginia 
Society  of  Internal  Medicine,  and  the  Virginia  Pediatric  Society. 
Chairman  of  their  joint  committee  since  its  inception  has  been  Dr.  F. 
Elliott  Oglesby,  Sr.  Spokesman  for  the  University  of  Virginia  is  Dr. 
William  H.  Muller,  Jr.,  vice  president  for  health  affairs  administra- 
tion. As  this  report  was  being  written,  all  hands  were  awaiting  the 
results  of  a feasibility  study.  (Dr.  Muller  has  another  HMO  under 
consideration,  a local  HMO  partnering  the  University’s  Medical 
Center  and  Martha  Jefferson  Hospital.) 

With  so  much  organizing  going  on,  it  is  not  surprising  that  the 
HMOs  already  in  business  in  Virginia  have  organized  themselves 
into  the  Virginia  Health  Maintenance  Association.  Its  president  is 
David  W.  Mulligan  of  HealthAmerica  Virginia  in  Norfolk;  he  and 
other  representatives  have  been  negotiating  with  deputies  of  the 
State  Corporation  Commission  on  the  HMO  regulations  being 
formulated  at  the  behest  of  the  State  legislature.  The  new  regs  are 
scheduled  to  be  ready  for  the  New  Year.  — A.G. 

1.  InterStudy,  Excelsior,  Minnesota.  National  HMO  Census  1985. 
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Virginia  Medical’s 

Guide  to  HMOs 
in  Virginia 


This  guide  is  the  result  of  the  first  survey  of  all 
the  health  maintenance  organizations  li- 
censed to  operate  in  the  State  of  Virginia. 
Most  of  the  information  was  derived  from  respons- 
es to  questionnaires  and  pre-publication  proofs  sent 
by  Virginia  Medical  to  officers  and  staff  of  the 
HMOs;  without  their  good  will  and  repeated  avail- 
ability to  inquiry,  this  Guide  would  not  have  been 
possible.  Information  was  researched  also  at  the 
Virginia  State  Corporation  Commission,  Bureau  of 
Insurance,  Division  of  Company  Licensing  and 
Regulatory  Compliance,  to  which  all  HMO  licens- 
ees are  required  by  law  to  make  quarterly  reports 
and  where  those  reports  are  a matter  of  public 
record.  The  Guide  is  current  as  of  August  15,  1986. 

When  Virginia  Medical’s  first  report  on  HMOs 
in  Virginia  was  published  in  1980, 1 only  three  health 
maintenance  organizations  were  op- 
erating in  Virginia.  In  this  Guide 
there  are  18  HMOs,  all  but  one  oper- 
ational, and  applications  for  four 
more  are  said  to  be  in  the  State’s 
licensing  pipeline. 

Owners  Five  of  Virginia’s  18 
HMOs  are  owned  entirely  or  in  large 
part  by  physicians;  they  are  South- 
ern Health,  Richmond;  Whittaker 
Health  Plan,  Norfolk;  and  Health- 
Plus,  M.D.  IPA,  and  Physicians 
Care  in  Northern  Virginia. 

One  shows  Blue  Cross/Blue 
Shield  ownership,  and  two  are 
owned  by  a Blue  Cross/Blue  Shield 
affiliate.  Two  are  owned  by  Virginia 
hospitals,  backed  by  parent  compa- 


nies. One  is  an  independent  offshoot  of  a legendary 
California  HMO.  One,  the  pioneering  Group  Health 
Association,  will  soon  celebrate  its  50th  birthday  as 
a consumers  cooperative. 

Six  of  these  HMOs  are  owned  entirely  and  two 
are  owned  in  part  by  corporate  magnates  who  wield 
great  power  in  today’s  medical  care  and  insurance 
markets.  Of  these,  three  are  new  to  Virginia’s  HMO 
scene  this  year.  They  are  American  Medical  Inter- 
national, which  added  to  its  empire  the  George 
Washington  University  Health  Plan;  Maxicare 
Health  Plans,  biggest  HMO  owner  of  them  all, 
which,  in  acquiring  a corporate  peer,  HealthAmer- 
ica,  is  picking  up  a Tidewater  HMO;  and  the 
Travelers,  household  name  in  insurance,  which  is 
buying  up  Whittaker’s  national  HMO  chain  and 
thereby  acquires  an  HMO  founded  by  Norfolk 
physicians,  who  retained  their  origi- 
nal Health  Plan  of  Virginia  stock 
when  Whittaker  invested. 

Type  of  Plan  The  operational  mod- 
el of  11  of  Virginia’s  18  licensed 
HMOs  is  the  individual  practice  as- 
sociation, or  IPA,  in  which  individ- 
ual physicians  contract  to  provide 
care  for  enrollees  and  continue  to 
conduct  their  own  practices.  Two 
are  group  models,  i.e.,  each  has  a 
group  of  doctors  under  contract  to 
provide  medical  services. 

Five  are  organized  on  the  “mixed 
model’’  plan.  The  components  in 
these  include  IPA,  group,  network 
(multi-and  single-specialty  groups  of 
physicians  under  contract),  open- 
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Fig.  1.  Number  of  Licensed 
HMOs  in  Virginia 
1981  to  August  15,  1986. 
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Name  of  HMO 

CapitalCare,  Inc. 

CHOICE  Healthcare 
Plan 

George  Washington 
University  Health 
Plan 

Croup  Health 

issociahon 

HealthAmerica 
Virginia,  L.P. 

HealthKeepers  of 
Virginia,  Inc. 

HealthPlus,  Inc. 

HMO  Plus 

Humana  Health  Plan 
of  Virginia 

Kaiser  Foundation 
Health  Plan  of  the 
Mid-Atlantic  States 

M.D.  IPA  Health 
Plan 

Owner 

Blue  Cross  Blue  Shield  of  the 
National  Capital  Area. 
Washington  DC 

/Etna  Healthcare  Programs  of 
Virginia,  Inc.,  an  /Etna  Life  & 
Casualty  Company.  Hartford. 
Connecticut 

American  Medical  Interna- 
tional. Beverly  Hills, 
California 

(consumer 

operative) 

HealtliAmerica  Corporation, 
Nashville,  Tennessee  (Being 
acquired  by  Maxicare  Health 
Plans,  Inc.,  Los  Angeles) 

Consolidated  Healthcare. 
Inc..  Richmond,  an  affiliate  of 
Blue  Cross/Blue  Shield  of 
Virginia 

Sanus  Corp.  Health  Systems. 
New  York:  Physicians  Health 
Services  Foundation,  Riverdale 
MD;  DC-IPA,  Washington  DC 

Consolidated  Healthcare, 
Inc.,  Richmond,  an  affiliate  of 
Blue  Cross  BIue  Shield  of 
Virginia 

Humana,  Inc.,  Louisville. 
Kentucky 

Kaiser  Foundation  Health 
Plan  of  the  Mid-Atlantic 
States.  Inc. 

Majority  of  stock  owned  by 
corporation  of  physicians 

Type  of  plan 

IPA  + network 

Modified  IPA 

In  transition  group  to  IPA 

jtjl  + network 

Staff  + open-panel  contracts 

Group,  Norfolk;  IPA,  Richmond 

IPA 

Group,  Norfolk;  IPA,  Richmond 

IPA 

Group 

IPA 

Commenced  business 

March  1, 1985 

Washington  DC.  July  1983 
Richmond,  March  1985 

May  1972 

febniary  1937 

October  1984 

April  1985;  newly  licensed  in 
June  1986 

January  1979 

Norfolk.  December  1984 
Richmond.  April  1985 

Not  yet  operational 

October  1972 

January  1981 

Areas  of  operation 

Washington  metropolitan 

Washington  metropolitan 
area:  Richmond  surrounding 
counties 

Metropolitan  Washington 

Washington  metropolitan 
area 

Hampton  Roads 

Richmond  and  Norfolk 
metropolitan  areas 

Washington  metropolitan 

Norfolk,  Richmond  metro 

Reston,  Falls  Church.  Spring- 
field  VA.  North  Capital  DC: 
eight  locations  in  Maryland 

Washington  metropolitan 
area.  Baltimore 

Expect  to  expand? 

No 

Yes 

Yes 

Yes 

Yes 

Yes,  statewide 

Yes 

Yes,  statewide 

Yes,  statewide 

Yes 

For-  or  non-profit 

For-profit 

For-profit 

Non-profit 

Non-profit 

For-profit 

For-profit 

For-profit 

For-profit 

For-profit 

Non-profit 

For-profit 

Federally  qualified? 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Total  number  of 

a)  Members 

b)  Participating  MDs 

7,500  (30%  federal') 
2.000 

16,000  (68%  federal) 
2.055 

23.000  (60%  federal) 
25  primary  care 

143,151  (46%  federal) 
150 

12,000 

425 

0 

770 

35,748  (32%  federal) 
•-1,148 

33,240 

1,120 

148,000  (27%  federal) 
172 

87,000  (10%  federal) 
1.607 

Reimbursement  method 
a)  PCPs‘ 

Capitation  fee-for-service 

Participating  PCPs  by  group; 
non-plan  PCPs  fee-for-service 

Capitation  salary 

Salary  to  group 

Salary  + bonus 

Capitation 

Capitation 

Capitation 

Fee-for-service 

Capitation  to  corporation  of 
physicians,  fee-for-service  to 
non-contract  MDs 

Capitation 

b)  Specialists 

Capitation  fee-for-service 

Participating  specialists  by 
group 

Capitatiom'discounted 

fee-for-service 

Varies  (capitation,  fee-for- 
service,  retainer,  flat  rate) 

Discounted  fee-for-service/ 
capitation 

Fee-for-service 

Fee-for-service 

Fee-for-service 

Fee-for-service 

Fee-for-service 

Holdback? 

Network  only,  25% 

In  some  instances 

Yes 

No 

No 

Yes 

Yes.  20-50% 

Yes 

No 

Yes 

Coverage 

Mental  health:5  20  OP  visits 
@ S25  copay.  30  IP  days  pre- 
paid. Drug,  dental  options. 

Copays;  S3  primary  care  MD 
visit.  S10  ER6  visit,  S3  drugs. 
Mental  health:  20  OP  visits  @ 
S25  copay;  30  IP  days  pre- 
paid. 

Copays  for  dental,  drugs. 

Mental  health:  20  OP  visits,  I 

40  group,  30  IP  days  all  pre- 
paid. 

Mental  health:  30  IP  days 
prepaid;  20  OP  visits  (6 1 SI  0 
copay  low-option,  prepaid 
high-option.  Drug,  dental  op- 
hon^___ 

Mental  health:  20  OP  visits  @ 
$20  copay,  30  IP  days  pre- 
paid. Optional  dental,  vision. 

MD  visit  copay  @ $3-$5; 
drugs  copay  @ $2-$5.  Mental 
health:  OP  visits  (a  20%-50% 
copay,  IP  days  prepaid.  Den- 
tal/vision  options. 

Copay  $5  MD  office/home 
visit  and  urgent  care.  $25  co- 
pay ER  visit.  Mental  Health: 
20  OP  visits  (a  $25  copay,  30 
IP  days  @ $50. 

Copay  MD  visit  (§'  $3-S5; 
drugs  («'  $2-$5.  Mental 
health:  OP  visits  @ 20%-50% 
copay,  IP  days  prepaid.  Den- 
tal/vision  options. 

Copays  for  MD  visits,  drugs 

Copay  ER,  eye  refraction. 
Mental  health:  25  OP  visits 
(a  50%  copay.  35  IP  days 
@ $50  copay. 

Monthly  premium2 

a)  Individual 

b)  Family  of  3 

Varies  by  group, 
demographics 

Composite  rate,  S54-S62 

S 88.96 
S229.50 

$ 74.13 
1 $199.03 

$ 70 
$190 

$ 69.34 
$190.68 

$ 69 
$207 

S 8732 
$21831 

$ 76.60 
$20322 

PCP  selection 

Must  choose  from  participat- 
ing PCPs 

Freedom  to  choose  own  PCP 
and  ob'gyn 

Must  choose  from  panel  * >f 
PCPs 

Must  choose  from  participat- 
ing PCPs 

Must  select  staff  physician 

Must  choose  from  participat- 
ing PCPs 

Must  choose  from  participat- 
ing MDs 

Must  choose  from  participat- 
ing PCPs 

Must  choose  from  participat- 
ing PCPs 

Must  select  from  group 

Must  choose  from  participat- 
ing PCPs 

Specialist  referral 

By  PCP.  generally  to  partici- 
pating specialist 

By  PCP  to  participating  spe- 
cialist. except  ob  gyn 

By  PCP 

By  PCP,  except  ob  gyn,  aller- 
gy self-referred 

By  PCP.  advance  authoriza- 
tion required 

By  PCP  to  participating  spe- 
cialist 

By  PCP.  exec  . omen's 
wellness  exat.  self-referred 

By  PCP  to  participating  spe- 
cialist 

By  PCP 

By  PCP  or  self-referral,  depend 
ing  on  condition'specialty 

By  PCP 

Review 

Quality  assurance  committee 

Grievance  mechanism  for 
members  and  MDs 

Preadmission,  concurrent, 
and  retrospective  review;  dis- 
charge planning 

Committee  of  members 
makes  recommendations  to 
board 

Monthly  self-reviews  by  staff 
led  by  medical  director 

Physician  review  committee; 
regional  medical  directors 

Prior  authorization  and  con- 
current review 

Physician  review  committee, 
regional  medical  directors 

Medical  quality/cost  manage- 
ment program 

Quality  assurance  by  com- 
mittee of  MDs,  RNs,  staff. 

Utilization  by  RNs,  quality  by  | 
MDs.  led  by  medical  director  1 

Medical  director 

Florence  Kavaler,  MD.  and 
Sol  Edelstein,  MD 

John  J.  Harper,  MD 

John  E.  Ott,  MD 

Harvey  Gold.  MD 

Thomas  James  III.  MD 

Anthony  J.  Munoz,  MD 

David  Anders.  MD 

Anthony  Munoz,  MD 

Barton  Margoshes,  MD 

Wayne  W.  Alberts.  MD 

Eric  R.  Baugh,  MD 

Primary  contact 

Kathleen  O'Brien 
1235  Jefferson  Davis  Hiway 
Arlington  VA  22202 
(703)  685-5090 

Mrs.  Jerry  Williams 
2812  Emervwood  Parkway 
Richmond  VA  23229 
(804)  281-7366 

Lawrence  E.  Berman 
1901  Pennsylvania  Ave.,  NW 
Washington  DC  20006 
(202)  676-4586 

Robert  Younes,  MD 
4301  Connecticut  Avenue,  NW 
Washington  DC  20008 
(202)364-2003 

David  W.  Mulligan 
839  Poplar  Hall  Drive 
Norfolk  VA  23502 
(804)  466-0712 

Daniel  T.  Gallagher 
2201  West  Broad  Street 
Richmond  VA  23225 
(804)  254-3841 

Michael  DeGirolamo 
6611  Kenilworth  Avenue 
Riverdale  MD  20737 
(301)277-6520 

Daniel  T.  Gallagher 
2201  West  Broad  Street 
Richmond  VA  23225 
(804)  254-3841 

Michael  P.  Muldoon 
4198  Cox  Road 
Glen  Allen  VA  23060 
(804)  346-4450 

Mindy  L.  Bailin 
4200  Wisconsin  Avenue 
Washington  DC  20016 
(202)  364-3362 

451  Hungerford  Drive 
Rockville,  MD  20850 
(301)294-5042 

■PCP  = primary  care 
area  includes  Alexan 

physician:  :Monlhlv  premiums  vary  according  lo  class'group/othcr  factors:  'In  V 
dria.  Arlington,  and  Fairfax  cities,  and  Arlington,  Fairfax.  Loudoun,  and  Princ 

irginia.  ihe  Washington  metropolitan 
e William  counties;  Jfederal  = U.S. 

Name  of  HMO  Network  Health  Plan  Optima  Health  Plan  Physicians  Care  PruCare  of  Richmond  Southern  Health  United  Medical  Plan  Whittaker  Health 

Corporation  Services  of  Virginia  Services 


Owner 

National  Hospital  Health  Sys- 
tems Corporation,  Arlington 

Alliance  Health  Systems,  Nor- 
folk; Maryview  Hospital,  Ports- 
mouth; General  Hospitals  of 
Virginia  Beach/Hampton 

Physicians  Services  Corpora- 
tion, Arlington,  a group  of 
practicing  physicians 

Prudential  Insurance  Compa- 
ny of  America,  Roseland, 

New  Jersey 

Limited  partnership  of  MDs 
in  private  practice 

Hospital  Corporation  of 
America,  Nashville, 
Tennessee 

Health  Plan  of  Virginia,  NorM 
Whittaker  Corp,  Los  Angels 

(Being  acquired  by  the  Travti 
ere  Corp.,  Hartford,  Conn.) 

Type  of  plan 

IPA 

IPA 

IPA 

Group 

IPA 

IPA 

IPA 

Commenced  business 

January  1984 

December  1984 

January  1986 

December  1982 

June  1985 

May  1984 

August  1984 

Areas  of  operation 

Northern  Virginia  and  DC 

Norfolk,  Portsmouth,  Virginia 
Beach,  Chesapeake,  Suffolk 

Washington  metropolitan 

Richmond  city;  Chesterfield, 
Henrico,  Hanover,  Goochland 
counties 

Richmond,  Petersburg,  Hope- 
well,  Colonial  Heights,  16 
surrounding  counties 

Richmond/central  Virginia; 
Norfolk,  north  to  Hampton 
Roads;  Williamsburg,  south 
to  North  Carolina  border 

Norfolk,  Portsmouth,  Virginia 
Beach,  Chesapeake,  Suffolk, 
Newport  News,  Hampton;  Isle 
of  Wight,  Poquoson  counties 

Expect  to  expand? 

Yes.  into  Maryland 

Southwards  in  Virginia 

Not  at  this  time 

Yes,  statewide 

Yes 

Yes,  statewide 

For-  or  non-profit 

For-profit 

Non-profit 

For-profit 

For-profit 

For-profit 

For-profit 

For-profit 

Federally  qualified? 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Total  number  of 

a)  Members 

b)  Participating  MDs 

25,228  (10%  federal-1) 
1,200 

15,105 

634 

2,500 

1,400 

30,000 

125 

8,900 

578 

63,000 

1,500 

14,500 

512 

Reimbursement  method 
a)  PCPs' 

Capitation,  copay  collection, 
surplus  referral/hospital  fund 

Fee-for-service 

Fee-for-service 

Capitation 

Fee-for-service 

Capitation,  incentive  pool  dis- 
tributions, copay  collections 

Capitation 

b)  Specialists 

Fee-for-service,  maximum 
schedule 

Fee-for-service 

Fee-for-service 

Capitation 

Fee-for-service 

Fee-for-service,  generally 

Modified  fee-for-service 

Holdback? 

No 

Yes.  20% 

Yes.  20%-30% 

Yes 

Yes,  30% 

On  PCP  capitation 

Yes,  20% 

Coverage 

Copay  S3  prescription.  Men- 
tal health3:  20  OP  visits  @ 
50%  copay,  30  IP  days  @ 
70%.  Worldwide  ER6  cover- 
age. 

Copay  for  office,  ER,  urgent 
care  visits,  drugs.  Mental 
health:  30  days  IP  prepaid,  20 
OP  visits  @ $15  copay. 

No  deductibles.  Copay  MD 
office  visit  @ $5.  Mental 
health:  25  OP  visits,  30  IP 
days  @ 50%  copay.  Drug, 
dental  option. 

Copays:  $3  MD  office  visit, 
$25  ER.  Mental  health:  IP,  co- 
pay 20%;  OP,  copay  $10  indi- 
vidual, $5  group  therapy. 

Copays  for  allergy  drugs, 
mental  health.  Dental  option. 

Copays  for  PCP  visits  @ $3, 
ER  @ $25,  drugs  @ $3.  Men- 
tal health:  Copay  OP  visits  2- 
20  @ $25,  30  days  IP  period. 

Copays  for  office,  ER,  urgent 
care  visits,  drugs.  Mental 
health:  30  days  IP  prepaid,  20 
OP  visits  with  copay. 

Monthly  premium2 

a)  Individual 

b)  Family  of  3 

$ 78 
S220 

$ 81 
$199 

$ 65-$  75 
$ 1 90— $220 

$ 75 
$200 

$ 65.70 
$180.67 

PCP  selection 

Must  choose  from  participat- 
ing PCPs 

Must  choose  from  participat- 
ing PCPs 

Must  choose  from  participat- 
ing PCPs 

Must  choose  from  participat- 
ing PCPs 

Must  choose  from  participat- 
ing PCPs 

Must  choose  from  participat- 
ing PCPs 

Must  choose  from  participat- 
ing PCPs 

Specialist  referral 

By  PCP 

By  PCP,  except  ob/gyn  self- 
referral 

By  PCP 

By  PCP,  except  mental  health 
providers  self-referred 

By  PCP,  except  ob/gyn  self- 
referred 

By  PCP 

By  PCP 

Review 

All-MD  committee 

MD  committee,  IPA  board  di- 
rectors 

Concurrent/retrospective  re- 
view by  medical  director/MD 
committee;  arbitration 

Includes  utilization  review 
department,  quality  assur- 
ance committee. 

Concurrent  and  retrospec- 
tive; pre-admissiorV-referral 
authorization  required 

Committee  of  practicing  phy- 
sicians 

Extensive 

Medical  director 

S.  J.  Cosimano,  Jr.,  MD 

Robert  A.  Morton,  MD 

Michael  Homa,  MD 

Hilton  Almond,  MD 

Lawrence  Zacharias,  MD 

Edward  S.  Zakaib,  MD 

Claude  A.  Smith,  MD 

Primary  contact 

Doug  Meyer 
8550  Lee  Highway 
Fairfax  VA  22031 
(703)  849-8800 

Carolyn  Chrisman 
18  Koger  Executive  Center 
Norfolk  VA  23502 
(804)  466-6400 

Beverly  A.  Becker 
1700  North  Moore  Street 
Arlington  VA  22209 
(703)  525-0602 

James  W.  Brittain 
1000  Chinaberry  Boulevard 
Richmond  VA  23225 
(804)  323-0900 

Howard  Newman 
2812  Emerywood  Parkway 
Richmond  VA  23229 
(804)  282-2500 

Gordon  S.  Church 
PO  Box  31353 
Richmond  VA  23294 
(804)  747-9595 

Claude  A.  Smith,  MD 
100  West  Plume  Street 
Norfolk  VA  23510 
(804)  622-671 1 

'PCP  = primary  care  physician;  JMonthIy  premiums  vary  according  to  class/group/other  factors;  'In  Virginia,  the  Washington  metropolitan 
area  includes  Alexandria.  Arlington,  and  Fairfax  cities,  and  Arlington,  Fairfax.  Loudoun,  and  Prince  William  counties;  federal  = U S. 
government  employees;  'Mental  health  = benefits  per  year;  ftER  = emergency  room. 


panel  (in  this  case,  a primary  care  variation  on  the 
network  theme),  and  staff,  or  closed  panel  (physi- 
cians employed  by  HMO  at  salary/retainer). 

Beginnings  Group  Health  was  the  first  of  these 
HMOs  to  begin  operating;  it  opened  for  business 
in  Washington  in  1937.  Physicians  Care  is  the 
most  recent;  it  began  enrolling  members  in  Jan- 
uary 1986. 

Areas  of  Operation  Eight  of  these  HMOs  operate 
in  Northern  Virginia,  the  operational  area  of  three  is 
Norfolk/Tidewater,  and  four  solicit  members  in 
Richmond/Central  Virginia.  One  has  plans  in  both 
Northern  Virginia  and  Richmond,  two  operate  out 
of  both  Norfolk  and  Richmond. 

Expansion  All  except  two  of  Virginia’s  HMOs 
expect  to  expand.  Five  say  they  want  to  go  state- 
wide. One  intends  to  move  southward  into  Stafford 
and  Spotsylvania  counties;  this  would  create  an 
unbroken  north-south  corridor  of  HMO  availability 
in  Virginia. 

Profits  Only  four  of  Virginia’s  HMO  licensees 
operate  on  a non-profit  basis;  they  are  Optima, 
owned  by  an  alliance  of  Tidewater  hospitals,  and 
the  three  veteran  HMOs  in  Northern  Virginia — 
George  Washington  University,  Group  Health,  and 
Kaiser.  All  the  rest  are  profit  oriented. 

Federally  Qualified  All  but  three  of  these  HMOs 
have  met  federal  standards  for  HMO  benefits,  serv- 
ices, quality/utilization  review,  and  financial  affairs; 
they  must  community-rate  their  premiums. 


Membership  Two  of  the  HMOs  in  the  Guide  show 
zero  members.  One  of  these,  Humana,  is  not  yet 
operational  (a  Humana  PPO  has  begun  enrolling 
members  in  Richmond,  however);  the  other, 
Healthkeepers,  was  recently  taken  over  by  Consoli- 
dated Healthcare  and  its  membership  transferred 
temporarily  into  that  corporation’s  other  HMO. 

The  membership  of  the  remaining  16  HMOs  with 
Virginia  licenses  ranges  from  2,500  (Physicians 
Care)  to  148,000  (Kaiser  Foundation  Health  Plan, 
an  HMO  founded  in  1972  by  Georgetown  Universi- 
ty and  acquired  by  its  present  operators  in  1980). 
The  reported  total  membership  for  all  18  HMOs  as 
of  August  15,  1986,  is  677,796. 

Not  all  these  members  are  Virginians,  however. 
The  majority  of  HMOs  operating  in  Northern  Vir- 
ginia are  licensed  also  in  the  District  of  Columbia 
and  Maryland  and  recruit  heavily  in  those  two 
areas;  thus  in  their  1985  end-of-year  reports  these 
HMOs  identified  only  15%  of  their  total  member- 
ship as  Virginia  residents.  Applying  the  same  ratio 
to  the  total  membership  declared  for  this  Guide,  the 
calculator  arrives  at  an  estimated  7,439  Virginians 
enrolled  in  HMOs  in  the  Northern  operational  area. 
All  HMO  members  in  the  Norfolk/Tidewater  region 
are  Virginians;  they  total  80,963.  The  same  is  true  of 
the  Richmond/Central  Virginia  area,  where  the 
Guide  shows  100,907  members. 

These  regional  figures  yield  a statewide  total  of 
189,309  Virginia  residents  who  belonged  to  HMOs 
as  of  August  15,  or  6.63%  of  the  estimated  total 
Virginia  population  for  these  operational  areas  (Fig. 
2).  Of  the  estimated  total  population  for  the  entire 
state  of  5,800,150,  Virginia’s  resident  HMO  mem- 
bers represent  3.26%.  continued  over 
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For  1 1 of  these  HMOs  (nine  in  Northern  Virginia, 
two  in  Norfolk)  U.S.  government  employees  con- 
tribute importantly  to  the  membership  rolls;  the 
reported  percentage  of  total  membership  ranges 
from  15%  to  60%. 

Physician  Participation  These  HMOs  have  signed 
up  15,421  physicians,  they  report.  Participating 
physicians  in  the  Tidewater  and  Central  Virginia 
HMOs  total  6,264;  they  are  all  Virginia  practitio- 
ners, and  they  represent  57%  of  the  10,981  physi- 
cians practicing  in  all  of  Virginia  when  this  Guide 
was  assembled.  The  Northern  Virginia  plans  show 
9,015  participatory  physicians;  there  is  no  relevant 
data  with  which  to  extrapolate  from  this  figure  the 
number  of  Virginia-based  physicians. 

Reimbursement  Capitation  is  the  most  frequently 
reported  method  of  reimbursing  these  HMOs’  par- 
ticipating primary  care  physicians.  Seven  of  the 
HMOs  in  the  Guide  use  the  per  capita  basis  entire- 
ly; four  others  combine  capitation  with  other  pay- 
ment mechanisms.  Fee-for-service  is  the  payment 
basis  for  the  participating  PCPs  of  four  of  the  18 
licensees,  and  one  HMO  combines  fee-for-service 
with  capitation.  Two  report  salaried  physicians. 

For  specialists,  the  reimbursement  picture  re- 
verses. Nine  of  the  profiled  HMOs  say  they  pay 
their  specialists  fee-for-service  and  do  not  qualify 
the  term;  four  others  qualify  fee-for-service,  i.e., 
“modified”  or  discounted.  In  four  instances,  both 
fee-for-service  and  capitation  figure  in  specialist 
reimbursement.  Two  HMOs,  one  a group  model, 
one  with  staff,  pay  specialists  on  a per  capita  basis. 

Holdback  The  HMO  holdback  system  copes  with 
the  excess  expenses  for  which  the  primary  care 
physician  is  at  risk;  customarily,  holdbacks  are 
subject  to  return  in  whole  or  in  part,  depending  on 
the  organization’s  financial  course.  In  11  of  Virgin- 
ia’s HMOs  this  mechanism  is  part  and  parcel  of  the 
reimbursement  method  at  rates  of  15%-30%;  in  two 
it  is  used  selectively. 

Coverage  These  HMOs  tailor  coverage  to  individ- 
ual contracts,  to  groups,  and  to  what  government 
officials  stipulate  for  their  employees.  Any  of  these 
variations  may  be  high-option,  low-option,  or 
“standard.”  Accordingly,  there  are  many  coverage 
variations,  but  by  and  large,  HMO  coverage  is 
markedly  comprehensive.  Virginia  Medical’s 
Guide  indicates  only  frequently  invoked  copay 
characteristics  and  basic  mental  health  coverage. 

Most  of  these  HMOs  stipulate  small  copays  ($3- 


$5)  for  such  things  as  primary  care  office  visits, 
drugs,  urgent  care,  eye  refraction,  and  allergy  treat- 
ment. A $25  copay  for  an  emergency  room  visit  is 
waived  if  the  patient  is  admitted.  Sometimes  full 
coverage  of  drugs  is  an  option.  Dental  and  “vision” 
(optometry)  options  are  also  offered. 

The  most  common  mental  health  coverage  cur- 
rently offered  by  these  HMOs  consists  of  20  OP 
visits  per  year  with  varying  copay  ($10-$25/20%- 
50%)  and  30  IP  days  per  year  fully  prepaid.  Three 
HMOs  ask  their  members  for  mental  health  IP 
copayments. 

Premiums  As  with  coverage,  premiums  vary  ac- 
cording to  the  plan  the  HMO  member  chooses.  The 
figures  in  the  Guide  are  offered  as  indicators  only. 
For  the  complete  cost  of  any  given  plan,  one  would 
have  to  include  out-of-pocket  copayments. 

Physician  Selection  All  but  one  of  these  18  licens- 
ees limit  the  HMO  member’s  choice  of  primary  care 
physician  to  their  participating  physicians,  medical 
staff,  or  group.  The  sole  exception  is  Aetna’s  aptly 
named  CHOICE  Healthcare  Plan,  whose  members 
in  Central  and  Northern  Virginia  can  choose  with- 
out restriction  their  own  primary  care  physicians. 

In  all  of  these  HMOs,  specialist  referral  by  the 
primary  care  physician  is  the  rule,  generally  to 
participating  specialists  and  with  advance  authori- 
zation required.  The  reported  exceptions  are  self- 
referral to  an  ob/gyn  (two  HMOs),  to  an  allergist 
(one),  and  for  women’s  wellness  exam  (one),  and 
selective  referral  “depending  on  condition  and  spe- 
cialty” (one). 

Review  Physicians  figure  significantly  in  the  inter- 
nal discipline  of  these  HMOs.  In  most,  review  is 
conducted  by  committees  of  physicians.  Often  they 
are  led  by  a medical  director,  who  usually  is  in 
charge  of  the  entire  review  process,  and  a board  of 
directors  may  play  a key  role  in  review  decisions. 
Preadmission,  concurrent,  and  retrospective  re- 
view; discharge  planning;  prior  authorization; 
grievance  mechanism;  quality  assurance  review — 
all  these  monitoring  methods  were  mentioned  in  the 
responses  to  this  category.  — Ann  Gray 

The  author  greatly  appreciates  the  knowing  assistance 
of  Julie  Blauvelt  and  Laura  Lee  Viergiver,  in  the  State 
Division  of  Company  Licensing  and  Regulatory  Compli- 
ance; and,  for  population  data,  David  Sheatsley,  at  the 
Tayloe-Murphy  Institute,  University  of  Virginia. 

1.  Gray  A.  Virginia  Medical’s  Guide  to  HMO-Watch- 

ing,  Va  Med  1980;107:764-771 
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Affect  of  LateOnset  Prenatal  Care 
on  Antenatal  Diagnosis 

Joann  N.  Bodurtha,  MD,  Linda  Corey,  PhD, 
and  Walter  E.  Nance,  MD,  Richmond,  Virginia 


Birth  defects  are  a major  cause  of  childhood  mortality  and  morbidity,  yet 
delayed  prenatal  care  has  limited  the  access  of  Virginia  mothers  to  antenatal 
testing.  After  analyzing  birth  certificates  with  reference  to  Down  syndrome, 
the  authors  ask  Virginia  physicians  1)  to  encourage  early  prenatal  care  and  2) 
to  take  care  that  complete  clinical  information  is  recorded  at  birth. 


The  incidence  of  Down  syndrome  (DS)  in 
Virginia,  as  recorded  on  birth  certificates 
has  remained  fairly  constant  at  approxi- 
mately 1 per  2,300  live  births  in  the  early  1980s.1 
The  discrepancy  between  this  figure  and  the  gener- 
ally accepted  population  incidence  of  1 per  500- 
1,000  is  quite  likely  a consequence  of  delay  in  the 
diagnosis  of  these  children  beyond  the  immediate 
newborn  period.2  Comparisons  of  birth  certificate 
information  and  cytogenetic  laboratory  data  in  sev- 
eral states  have  suggested  that  only  approximately 
one-third  of  Down  syndrome  births  are  recorded  on 
birth  certificates.3  Although  the  information  avail- 
able from  birth  records  is  accordingly  incomplete,  it 
may  provide  information  about  the  potential  for 

From  the  Department  of  Human  Genetics,  Medical 
College  of  Virginia/Virginia  Commonwealth  University. 
Address  correspondence  to  Dr.  Bodurtha  at  Box  33, 
MCV  Station,  Richmond  VA  23298. 

Submitted  12-20-85. 


prevention  of  Down  syndrome  through  the  use  of 
prenatal  testing.  Theoretically,  women  who  receive 
no  prenatal  care  or  who  do  not  come  for  prenatal 
care  until  the  second  trimester  may  lose  the  option 
for  having  amniocentesis  during  the  appropriate 
period  in  gestation.  This  study  reviews  birth  certifi- 
cate data  on  Down  syndrome  from  the  Common- 
wealth of  Virginia  in  1980,  1981,  and  1983. 

Methods 

All  birth  certificates  which  recorded  a congenital 
malformation  or  recognized  anomaly  during  the 
years  1980,  1981  and  1983  were  made  available  by 
the  Division  of  Vital  Records  and  Health  Statistics 
of  the  Commonwealth  of  Virginia.  Only  a subset  of 
certificates  were  available  for  all  of  1982  and  this 
data  was  not  included  in  the  analysis.  Data  on 
mother’s  age,  race  and  month  of  pregnancy  that 
care  began  were  abstracted.  No  attempt  was  made 
to  verify  the  accuracy  of  the  diagnosis  of  Down 
syndrome  in  all  of  these  children  by  subsequent 


VOLUME  113 


VIRGINIA  MEDICAL/NOVEMBER  1986 


673 


chromosome  analysis.  Virginia’s  three  academic 
medical  centers  provided  information  on  the  num- 
ber of  newborns  with  Down  syndrome  diagnosed  by 
their  cytogenetic  laboratories. 

Results 

Table  1 summarizes  the  data  available  from  birth 
certificates  on  Down  syndrome  births  in  Virginia  in 
1980,  1981  and  1983.  During  the  three  years  that 
were  surveyed,  a total  of  103  cases  of  Down  syn- 
drome were  reported  or  about  1 in  2,300  live  births. 
Over  four-fifths  of  the  reported  cases  of  Down 
syndrome  were  births  to  white  mothers.  Over  the 
three  years,  23%  of  these  reported  Down  syndrome 
births  occurred  in  women  35  years  of  age  or  older. 
Overall,  12,805  (5.4%)  of  total  births  in  the  three 
years  occurred  in  women  35  years  of  age  or  older. 
Fifteen  women  (15%)  of  the  mothers  of  children 
with  Down  syndrome  reported  on  birth  certificates 
began  prenatal  care  during  or  after  the  fourth  month 
of  gestation,  but  only  one  of  these  mothers  was 
older  than  35  years  of  age. 

Our  data  shows  that  in  1980,  1981  and  1983,  more 
newborns  were  karyotypically  diagnosed  by  the 
cytogenetic  laboratories  at  the  three  academic  cen- 
ters than  were  noted  on  birth  certificates.  In  only 
47%  of  those  children  noted  on  birth  certificates  to 
have  Down  syndrome  was  the  diagnosis  confirmed 
cytogenetically  in  one  of  the  three  laboratories. 
Conversely,  in  only  about  one-third  of  the  newborn 
cases  diagnosed  cytogenetically  was  the  diagnosis 
noted  on  the  birth  certificates. 

Discussion 

When  amniocentesis  and  prenatal  diagnosis  of 
Down  syndrome  were  first  introduced  in  the  early 
1970s,  approximately  one-half  of  the  infants  with 
Down  syndrome  were  born  to  mothers  35  years  or 
older.  More  recent  studies  in  the  United  States  and 
elsewhere  reflect  changing  fertility  patterns  and  the 
effects  of  antenatal  diagnosis.  Roughly  one-quarter 
of  the  total  cases  of  Down  syndrome  are  now  born 


to  women  35  years  of  age  or  older.4,5  In  this  three- 
year  Virginia  review,  23  of  103  mothers  (23%)  were 
35  years  of  age  or  older.  Although  this  figure  is  in 
line  with  other  studies,  we  cannot  state  with  cer- 
tainty that  Down  syndrome  births  are  recorded  on 
birth  certificates  without  maternal  age  bias. 

These  figures  do  not  account  for  racial  differ- 
ences, which  have  been  shown  to  affect  the  record- 
ing of  information  on  birth  certificates.  Huether  et 
al  found  a statistically  significant  difference  be- 
tween whites  (36.5%  reported  on  birth  certificates 
with  Down  syndrome)  and  non-whites  (16. 9%). 3 
Approximately  one-quarter  of  Virginia  births  oc- 
curred to  non-white  mothers  in  the  early  1980s.6  Of 
our  sample,  including  103  births  in  1980,  1981  and 
1983,  13  (13%)  occurred  in  non-white  mothers. 
Although  certain  ethnic  groups  (e.g.,  non-Ashke- 
nazic  Jews  in  Israel  and  Maoris)  may  have  different 
age-corrected  rates  for  Down  syndrome,7  only  one 
study  with  incomplete  ascertainment  has  suggested 
that  the  risk  for  black  mothers  greater  than  30  years 
of  age  is  less  than  that  for  whites.  Thus  the  Virginia 
data  is  consistent  with  other  findings7'9  that  non- 
whites are  subject  to  a greater  degree  of  underre- 
porting of  Down  syndrome  on  birth  certificates. 

Data  on  the  month  of  pregnancy  care  began  is 
obtained  for  the  birth  certificate  by  asking  either  the 
attending  physician  or  the  mother.  Thus  discrepan- 
cies may  exist,  based  on  the  recall  of  the  mother  or 
physician,  as  well  as  care  by  other  physicians  early 
in  pregnancy  not  known  to  the  physician  of  record. 
Two  studies  have  compared  information  on  the 
month  prenatal  care  began  from  birth  certificates 
and  either  followup  surveys  (e.g.,  National  Natality 
Survey)  or  additional  medical  information.10,11 
Comparability  ranged  from  42.9%-53.9%  between 
the  two  sources.  When  agreement  was  tabulated  by 
trimester  in  the  former  study,  the  proportion  show- 
ing agreement  was  75.7%.  Thus,  information  on  the 
month  of  pregnancy  prenatal  care  began  is  subject 
to  some  error. 

Choosing  the  fourth  month  of  pregnancy  as  a 


Table  1.  Data  on  Down  Syndrome  From  Virginia  Birth  Certificates,  1980,  1981  and  1983. 
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threshold  for  late  versus  early  prenatal  care  is 
somewhat  arbitrary  when  the  actual  week  of  gesta- 
tion is  more  meaningful  for  the  possibility  of  sched- 
uling amniocentesis.  However,  it  may  provide  some 
information  about  the  potential  utilization  of  a ser- 
vice which  is  used  quite  variably  by  women.  Fifteen 
of  103  mothers  reviewed  from  birth  certificates 
began  prenatal  care  at  the  fourth  month  or  later  in 
pregnancy.  Thus  approximately  15%  of  the  women 
who  delivered  an  infant  with  Down  syndrome  as 
recorded  on  the  birth  certificates  came  for  prenatal 
care  at  a gestational  age  which  was  potentially  too 
far  advanced  to  allow  the  option  of  antenatal  test- 
ing. Misunderstanding  of  information  regarding 
risks,  ignorance  of  the  procedure,  and  opposition  to 
abortion  have  all  been  found  to  influence  utilization 
of  amniocentisis.12  Obviously,  access  to  the  health 
care  system  also  is  necessary  for  timely  consider- 
ation of  the  risks  and  benefits  by  women  who  may 
elect  to  have  this  procedure. 

When  coupled  with  antenatal  diagnosis,  popula- 
tion screening  can  have  a dramatic  effect  in  reduc- 
ing the  burden  of  genetic  disease.  Thus  the  inci- 
dence of  Tay-Sachs  disease  in  Ashkenazic  Jews  in 
the  United  States  has  been  reduced  by  70%-80%  in 
recent  years.13  The  incidence  of  B-thalassemia  in 
the  Greek  population  of  Cyprus  has  been  reduced 
by  90%14;  and  the  incidence  of  neural  tube  defects 
in  Western  Scotland  has  been  reduced  by  72%. 15  In 
general,  the  results  of  cytogenetic  testing  during 
amniocentesis  has  been  far  less  dramatic  in  that 
only  about  20%-25%  of  the  target  population  of 
women  over  35  actually  receive  the  procedure.  The 
causes  for  this  shortfall  are  undoubtedly  multiple, 
but  our  data  suggest  that  the  failure  to  seek  and  find 
good  medical  care  early  in  pregnancy  may  be  an 
important  and  remediable  factor. 

At  the  three  academic  medical  centers  of  Virginia 
in  the  years  1980,  1981  and  1983  respectively,  41,  43 
and  45  cases  of  Down  syndrome  were  diagnosed 
cytogenetically.  Of  these,  47  cases  (36%)  were 
recorded  on  birth  certificates.  Conversely,  among 
the  106  cases  recorded  on  birth  certificates,  46% 
were  confirmed  cytogenetically.  Because  other  lab- 
oratories may  be  used  by  physicians  in  the  state  and 
because  not  every  affected  newborn  has  a karyo- 
type, the  total  incidence  derived  from  cytogenetic 
laboratory  data  is  only  in  rough  agreement  with  the 
estimate  of  75-150  cases  that  might  be  expected 
annually  statewide.  Maternal  age-specific  rates  de- 
rived from  other  states  could  be  applied  to  the 
population  distribution  of  Virginia,  but  this  also 
would  represent  a rough  approximation.  Thus  the 
percentage  of  Down  syndrome  births  recorded  on 


certificates  in  the  Commonwealth  of  Virginia  in 
1980,  1981  and  1983  is  estimated  to  be  20%-40%. 

Due  to  the  rather  easy,  if  not  always  practical, 
availability  of  chromosome  confirmation  of  the  di- 
agnosis, the  relative  completeness  rather  than  the 
accuracy  of  the  birth  certificate  diagnosis  has  been 
subject  to  scrutiny  in  most  other  studies.  Estimates 
of  the  reporting  percentage  of  chromosomally  ana- 
lyzed Down  syndrome  cases  on  birth  certificates 
have  ranged  from  a low  of  16.9%  for  non-whites  in 
Ohio3  to  a high  of  48%  in  Minnesota.16  During  1963, 
40.9%  of  Down  syndrome  cases  of  all  races  were 
found  to  have  been  diagnosed  on  the  birth  certifi- 
cates in  Iowa  based  on  a review  of  hospital  records. 
17  Huether  et  al  found  a reporting  rate  of  36.5%  for 
whites  and  33.9%  for  all  races  in  Ohio  during  1970- 
1979. 3 Hook  and  Chambers  found  a rate  of  37.54% 
in  upstate  New  York  from  1963  to  1974. 18  Although 
an  earlier  report  suggested  that  a child  with  Down 
syndrome  is  more  likely  to  be  diagnosed  when  there 
is  advanced  maternal  age,19  the  Ohio  and  upstate 
New  York  reviews  found  no  significant  difference 
in  the  completeness  of  reporting  on  birth  certifi- 
cates in  mothers  older  and  those  younger  than  35 
years.  Recently  false-positive  reporting  of  Down 
syndrome  on  birth  certificates  in  Ohio  and  New 
York  has  been  examined.20  A 7.8%  rate  of  coding 
inaccuracy,  either  due  to  miscoding  or  misdiagnosis 
was  found.  No  attempt  was  made  to  correct  for 
inaccuracy  of  reporting  in  our  examination  of  the 
Virginia  data. 

Conclusion 

The  recording  of  accurate  and  complete  informa- 
tion on  birth  certificates  in  the  Commonwealth  of 
Virginia  deserves  the  careful  emphasis  of  physi- 
cians. Stressing  the  importance  of  early  prenatal 
care  and  informed  genetic  counseling  of  pregnant 
women  will  foster  more  equitable  access  to  the 
procedure  of  amniocentesis.  If  new  methods  are 
developed  for  identifying  individuals  who  are  at 
high  risk  for  having  offspring  with  chromosome 
abnormalities  regardless  of  their  age,  the  impor- 
tance of  early  prenatal  care  may  be  further  en- 
hanced. Whether  or  not  patients  choose  to  have 
amniocentesis,  counseling  about  its  availability  for 
high  risk  couples  has  become  a recognized  element 
in  good  care  during  pregnancy. 
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Prevention  of  Natural  Colds  by  Contact  Prophylaxis 
with  Intranasal  Alpha2-Interferon.  Frederick  G.  Hay- 
den, MD,  Janice  K.  Albrecht,  Donald  L.  Kaiser, 
DrPH,  and  Jack  M.  Gwaltney,  Jr.,  MD,  Charlottes- 
ville, Virginia. 

We  conducted  a randomized,  placebo-controlled, 
double-blind  study  to  determine  whether  intranasal 
alpha2-interferon  could  prevent  respiratory  illnesses  in 
healthy  contacts  of  ill  family  members.  Beginning 
within  48  hours  of  the  onset  of  illness  in  a family  mem- 
ber, contacts  self-administered  interferon  (5xl06  IU) 
or  placebo  spray  once  daily  for  seven  days.  Respira- 
tory illness  developed  during  the  eight-day  period, 
starting  with  the  second  day  of  spraying,  in  52  of  222 
persons  in  the  placebo  group  as  compared  with  32  of 
226  in  the  interferon  group  (P  = 0.02;  efficacy,  39 


percent).  Among  persons  exposed  to  laboratory-docu- 
mented rhinovirus  colds,  illness  developed  in  2 of  27 
interferon  recipients  as  compared  with  12  of  34  place- 
bo recipients  (P  = 0.02;  efficacy,  79  percent).  During 
the  two-week  period  during  and  after  spraying,  rhino- 
virus  colds  devloped  in  1.3  percent  of  those  spraying 
with  interferon  and  in  15.1  percent  of  those  spraying 
with  placebo  (P  = 0.003;  efficacy,  88  percent).  Blood- 
tinged  mucus  or  nasal  mucosal  bleeding  or  both  were 
detected  in  7.7  percent  of  placebo  and  13.6  percent  of 
interferon  uses  (P  = 0.4),  but  no  evidence  of  cumula- 
tive nasal  toxicity  was  found.  We  conclude  that  post- 
exposure prophylaxis  with  intranasal  interferon  may  in 
some  cases  provide  an  effective  strategy  for  control- 
ling the  spread  of  natural  colds,  especially  those 
caused  by  rhinoviruses.  N Engl  J Med  1986;314:71-75 
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Chlorambucil  Induced 
Pulmonary  Fibrosis: 
Report  of  a 
Case  and  Review 

Marcus  E.  Carr,  Jr.,  MD, 
Richmond,  Virgina 


Most  commonly  seen  in  a setting  of 
chronic  lymphocytic  leukemia,  chlorambu- 
cil induced  pulmonary  fibrosis  carries  a 
mortality  of  greater  than  50%.  Cough,  dys- 
pnea, fever,  basilar  rales  and  hypoxemia 
are  uniformly  present.  Lung  biopsy  is  a 
requisite  for  diagnosis.  Therapy  consists  of 
discontinuing  chlorambucil. 


Recent  reviews  of  cytotoxic  drug  induced  pul- 
monary diseases  have  uniformly  included 
chlorambucil  induced  pulmonary  fibrosis.1'8  While 
chlorambucil  pulmonary  toxicity  has  recently  be- 
come more  recognized,  relatively  few  cases  have 
been  reported9'1'  and  fewer  still  have  been  reported 
in  detail.12'17  An  additional  well  documented  case  is 
presented  here  and  the  available  literature  is  re- 
viewed. 

Case  Report 

W.C.,  a 62-year-old  white  male,  was  in  good 
health  until  57  years  of  age  when,  while  hospitalized 
for  evaluation  of  low  back  pain,  he  was  noted  to 
have  diffuse  nontender  adenopathy.  A CBC  re- 
vealed a hemoglobin  of  13.6  gm/dL  and  a white  cell 
count  of  25.000  per  microliter.  The  differential 
revealed  90%  mature  small  lymphocytes.  Bone 
marrow  aspiration  was  twice  unsuccessful  and  the 
patient  was  discharged  with  a diagnosis  of  chronic 
lymphocytic  leukemia  (CLL).  He  was  followed 
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without  treatment  for  ten  months,  during  which 
time  his  white  blood  count  increased  to  62,000  per 
microliter  and  his  hemoglobin  fell  to  11.6  gm/dL. 

Chlorambucil  was  begun  at  a daily  oral  dose  of  8 
mgs  until  his  white  count  fell  to  15,000  per  microli- 
ter and  was  continued  thereafter  at  2 mgs  daily. 
Two  months  later  prednisone  10  mg  per  day  was 
added.  He  did  well  for  56  months  but  then  devel- 
oped right  cervical  adenopathy  and  was  given  2000 
rads  of  radiation  to  the  neck.  Two  months  later  he 
developed  herpes  zoster  of  the  right  fifth  cranial 
nerve,  which  rapidly  disseminated,  prompting  his 
transfer  to  North  Carolina  Memorial  Hospital.  Fol- 
lowing adenine  arabinoside  10  mg/kg/day  for  five 
days,  the  herpetic  lesions  gradually  resolved  and 
after  eight  days  he  was  discharged.  Chlorambucil, 
which  had  been  stopped  when  the  herpes  first 
appeared,  was  not  restarted. 

He  did  well  for  three  months,  except  for  some 
post-herpetic  neuralgia,  but  then  noted  the  onset  of 
nasal  congestion,  rhinorrhea,  and  a cough  produc- 
tive of  a thin  whitish  sputum.  He  was  treated  by  his 
local  physician  with  amoxicillin.  Initially  he  seemed 
to  improve,  but  subsequently  his  cough  worsened 
and  for  the  first  time  he  complained  of  dyspnea. 

Upon  admission  to  his  local  hospital  his  chest  x- 
ray  revealed  a new  bilateral  reticulonodular  intersti- 
tial pattern  with  question  of  a more  extensive  left 
lower  lobe  infiltrate.  Exam  of  the  sputum  revealed 
only  neutrophils  and  a few  yeast.  Sputum  cultures 
grew  only  light  amounts  of  Klebsiella  and  Proteus. 
Both  intermediate  strength  (5  units)  and  secondary 
(250  units)  PPDs  were  negative.  He  was  not  aner- 
gic. When  he  failed  to  improve  on  treatment  with 
cefazolin  he  was  transferred  to  North  Carolina 
Memorial  Hospital.  Repeat  chest  x-ray  confirmed 
the  findings  of  the  outside  hospital  and  documented 
progression  of  the  interstitial  pattern  (Fig.  1).  Spu- 
tum cultures  revealed  a light  growth  of  Entero- 
bacter  cloacae  and  Candida  albicans.  Additional 
studies  included:  three  negative  blood  cultures, 
negative  blood  compliment  fixation  tests  for  blasto- 
mycosis, histoplasmosis,  coccidiomycosis  and  as- 
pergillus;  a blood  cryptococcal  antigen  less  than 
1:12;  cold  agglutinin  titer  less  than  1:8;  three  spu- 
tums  stained  with  auramine-rhodamine  contained 
no  acid  fast  bacilli  (AFB);  and  cytomegalovirus  and 
toxoplasma  serologies  were  negative.  Thyroid  func- 
tion tests  and  a morning  blood  cortisol  were  normal. 
An  arterial  blood  gas  revealed  profound  hypoxia 
(Pa02  = 48  mmHg)  and  mild  respiratory  alkalosis 
(PC02  = 26  mmHg  and  pH  = 7.50).  Bronchoscopy 
and  transbronchial  biopsy  were  performed.  Fungal, 
bacterial  and  viral  cultures  as  well  as  special  and 
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Fig.  1.  PA  chest  x-rays  from  patient’s  initial  admission  at 
North  Carolina  Memorial  Hospital  for  trigeminal  herpes 
(above)  and  at  second  admission  for  pulmonary  insuffi- 
ciency. Three  months  interval  between  studies. 

Fig.  2.  Photomicrographs  of  material  obtained  at  open  liing 
microns,  bar  on  right  100  microns.  Areas  of  interstitial 


AFB  stains  on  the  specimens  obtained  were  all 
negative. 

Since  no  alveolar  spaces  were  identified  in  the 
transbronchial  biopsy  material,  an  open  lung  biopsy 
was  performed.  Tissue  sections  revealed  areas  of 
interstitial  fibrosis  and  mild  interstitial  chronic  in- 
flammation (Fig.  2).  No  lymphocytic  leukemic  infil- 
trates were  seen.  Again  all  special  stains  (Gomori’s 
methenamine-silver,  Zielh-Neelson)  and  cultures 
were  negative.  A tentative  diagnosis  of  chlorambu- 
cil induced  pulmonary  fibrosis  was  made.  Within  76 
hours  after  beginning  prednisone,  60  mg/day,  the 
patient  noted  symptomatic  improvement.  After  four 
days  of  therapy,  arterial  blood  gases  obtained  while 
the  patient  breathed  room  air  revealed  Pa02  = 73 
mmHg,  PC02  = 31  mmHg,  and  pH  = 7.49. 

The  patient  was  discharged  much  improved  after 
seven  days  of  therapy  to  continue  the  same  daily 
dose  of  prednisone  for  another  month.  Followup 
clinic  visits  at  two  and  four  months  post  discharge 
revealed  stable  lung  function  with  Pa02  in  the  80s 
on  room  air.  All  viral,  fungal  and  AFB  cultures 
remained  negative. 

Discussion 

Pneumonia  remains  the  most  common  cause  of 
death  in  the  immunosuppressed  patient.  The  ap- 
pearance of  new  infiltrates  and/or  respiratory  signs 
and  symptoms  demands  prompt  diagnostic  evalua- 
tion and  the  institution  of  initially  empiric  therapy. 
If,  as  in  this  case,  the  pattern  is  one  of  reticulonodu- 
lar  disease,  the  diagnostic  possibilities  may  be  di- 


Iiopsy  (hematoxylin  and  eosin).  Bar  on  left  represents  250 
ibrosis  and  interstitial  inflammation  are  easily  seen. 
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Table  1.  Summary  of  Data  from  Reported  Cases  of  Chlorambucil  Induced  Pulmonary  Toxicity. 


Reference 

# 

Patient 

# 

Sex 

Age 

(yrs) 

Underlying 

Disease 

Culmulative 
Dose/Duration 
of  Therapy 
(gm/months) 

Diagnosis 
Made  by: 

Treatment 

Clinical 

Outcome 

9 

1 



— 

CLL 

— 

Lung  biopsy 

— 

Died 

9 

2 

— 

— 

CLL 

— 

Lung  biopsy 

— 

Died 

9 

3 

— 

— 

CLL 

— 

at  Autopsy 

— 

Died 

9 

4 

— 

— 

CLL 

— 

at  Autopsy 

— 

Died 

10 

5 

Male 

60 

CLL 

— /36 

at  Autopsy 

— 

Died 

10 

6 

Female 

67 

CLL 

0.80/15 

Chest  x-ray 

SC1 

Died 

11 

12 

/ 

8 

Male 

67 

Lymphoma 

—16 

at  Autopsy 

SC&HDS2 

Died 

13 

9 

Male 

68 

CLL 

2.5/10 

at  Autopsy 

SC&HDS 

Died 

14 

10 

Female 

73 

Polycythemia  vera 

4.13/24 

Lung  biopsy 

SC&HDS 

Improved 

15 

11 

Male 

74 

CLL 

4-5/26 

Lung  biopsy 

SC&HDS 

Died 

16 

12 

Male 

73 

CLL 

0.54/53 

Lung  biopsy 

SC&HDS 

Improved 

17 

13 

Female 

60 

CLL 

— /30 

at  Autopsy 

— 

Died 

W.C. 

14 

Male 

62 

CLL 

4.32/56 

Lung  biopsy 

SC&HDS 

Improved 

1 SC  = stopped  chlorambucil.  2 HDS  = high  dose  steroids.  3 High  dose  pulsed  therapy. 


vided  into  infectious  and  non-infectious  causes. 
Infectious  causes  include:  conventional  bacteria, 
Legionella- like  infections,  nocardia,  tuberculosis, 
fungi,  viruses  (cytomegalovirus,  herpes,  adenovi- 
rus, influenza),  and  protozoa  {Pneumocystis  carinii, 
Toxoplasma  gondii ).  Non-infectious  causes  in- 
clude: tumor,  radiation  pneumonitis,  drug  induced 
fibrosis,  leukoagglutinin,  pulmonary  hemorrhage, 
pulmonary  emboli  and  congestive  heart  failure 
(CHF). 

The  mode  of  onset  is  also  useful  in  narrowing  the 
etiologic  spectrum.  Acute  onset  (over  a few  hours) 
favors  conventional  bacterial  infection,  pulmonary 
emboli,  pulmonary  hemorrhage,  and  CHF.  Sub- 
acute onset  (over  a few  days)  is  more  commonly 
seen  with  infections  caused  by  viruses,  pneumon- 
cystis,  aspergillus  and  nocardia.  A subacute  to 
chronic  process  (one  to  several  weeks)  points  to 
fungal,  nocardial,  or  tuberculous  infections,  versus 
tumor  or  radiation/drug  induced  pneumonitis.18'20 

In  the  case  of  our  patient,  the  radiographic  pat- 
tern and  subacute  to  chronic  course  favored  infec- 
tion versus  drug  induced  pneumonitis.  Since  the 
latter  is  basically  a diagnosis  of  exclusion,  infec- 
tious possibilities  were  aggressively  sought.  Only 
the  absence  of  any  evidence  of  infection,  the  pres- 
ence of  biopsy  material  consistent  with  (but  not 
diagnostic  for)  cytotoxic  pneumonitis,  and  the  pro- 
gression of  symptoms  while  on  empiric  therapy 
were  sufficient  to  warrant  a diagnosis  of  cytotoxic 
drug  induced  lung  disease. 

Cytotoxic  drug  induced  pulmonary  disease  is  a 
well  described  entity.1'8  Bleomycin  is  a classic 
example  of  a drug  that  produces  poorly  reversible 
alveolar  damage  and  pulmonary  fibrosis.21  The  inci- 
dence of  damage  appears  to  be  dose  related.  Few 


complications  occur  if  the  total  dose  is  less  than  150 
mg/m2,  but  with  doses  exceeding  350  mg/m2  the 
incidence  of  pulmonary  toxicity  may  be  as  high  as 
66%. 22  Of  the  alkylating  agents  only  busulfan  has 
been  frequently  noted  to  exhibit  pulmonary  toxici- 
ty, with  an  incidence  of  2.5%-l  1.5%. 23,24  The  ap- 
pearance of  lung  damage  is  dose  (and  possibly  time) 
dependent  but  with  no  cases  having  been  reported 
with  busulfan  therapy  of  less  than  eight  months 
duration.25  The  incidence  of  chlorambucil  induced 
pulmonary  toxicity  is  far  less  than  busulfan  induced 
pulmonary  toxicity;  only  14  cases  have  been  report- 
ed. 

The  characteristics  of  the  reported  cases  are 
summarized  in  Table  1.  The  underlying  disease  was 
most  commonly  CLL  and  the  patients  were  age  60 
or  older.  The  total  dose  of  chlorambucil  received 
ranged  from  540  to  4350  mg;  the  duration  of  treat- 
ment before  pulmonary  complication  arose  ranged 
from  five  to  56  months.  In  all  cases  but  two,  where 
it  was  reported,  the  total  dose  of  chlorambucil  was 
greater  than  2,500  mg.  Lung  biopsy  was  required  to 
establish  a premortum  diagnosis.  Therapy  in  all 
cases  consisted  of  discontinuing  the  chlorambucil, 
and  in  some  cases  patients  were  also  given  high 
dose  corticosteroids.  The  overall  mortality  was 
69%.  In  cases  where  the  details  of  therapy  were 
reported,  the  mortality  was  50%  in  the  group  not 
given  steroids  and  50%  in  the  group  treated  with 
steroids. 

Characteristic  signs  and  symptoms  of  drug  in- 
duced pulmonary  disease  included  cough,  dyspnea, 
fever,  basilar  rales  and  hypoxemia.  These  were 
noted  in  all  the  well  documented  cases.  The  non- 
specific quality  of  these  symptoms  and  findings  led 
to  extensive  workups  to  exclude  other  diseases. 
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The  pathology  found  in  biopsy  specimens  and  at 
autopsy  in  these  patients  was  similar  to  that  report- 
ed for  other  cytotoxic  drug  induced  pulmonary 
damage.  Typical  findings  were  hyperplasia  of  the 
alveolar  lining  cells  with  rounding  up  of  the  type  II 
pneumocytes  and  interstitial  fibrosis. 

The  case  presented  here  brings  out  several  points 
of  interest.  First,  the  onset  of  symptoms  of  pulmo- 
nary disease  did  not  occur  until  several  months 
after  the  cessation  of  chlorambucil  therapy.  Sec- 
ond, even  in  the  face  of  apparently  rapidly  progres- 
sive pulmonary  disease,  steroids  were  effective. 
The  onset  of  disease  after  stopping  therapy  has 
been  noted  previously  with  other  cytotoxic  agents26 
and  in  one  case  with  chlorambucil.13  While  a cause 
and  effect  relationship  between  a medication  and  a 
side  effect  is  difficult  to  prove  without  rechallenging 
the  patient  with  the  drug,  the  documented  lack  of 
use  of  other  medications  in  this  patient  argues 
strongly  for  chlorambucil  as  the  cytotoxic  agent 
involved. 


Summary 

Chlorambucil  induced  pulmonary  toxicity  is  ap- 
parently uncommon,  and  lung  biopsy  is  required  to 
exclude  other  etiologies  and  to  provide  evidence  of 
tissue  damage  consistent  with  cytotoxic  pneumoni- 
tis. This  serious  complication  carries  a high  mortal- 
ity (greater  than  50%)  and  when  recognized,  chlo- 
rambucil should  be  stopped.  The  use  of  high  dose 
steroids,  while  of  benefit  in  this  case,  has  not  been 
shown  to  decrease  mortality  in  the  cases  reported  to 
date.  High  dose  steroids  should  be  considered  only 
when  all  efforts,  including  lung  biopsy,  have  been 
made  to  exclude  infection. 
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Lifesaving  Procedure 
for  Myocardial 
Free  Wall  Rupture: 
Case  Report 

D.  A.  Touchstone,  MD,  I.  L.  Kron,  MD, 

W.  H.  VanDyke,  MD,  C.  C.  Ashby,  MD, 
and  T.  W.  Nygaard,  MD,  Charlottesville 

Of  all  patients  admitted  with  confirmed  acute 
myocardial  infarction,  approximately  3%  die 
from  rupture  of  the  free  wall  of  the  myocardium.1 
Moreover,  it  is  considered  the  third  most  common 
cause  of  sudden  death  in  patients  hospitalized  for 
acute  myocardial  infarction.2  Left  ventricular  free 
wall  rupture  has  been  noted  to  be  a major  and 
almost  universally  fatal  complication  of  acute  myo- 
cardial infarction.  However,  recent  reports  indicate 
there  is  a small  proportion  of  these  patients  that 
have  a “subacute”  course  which  is  potentially 
correctible  if  recognized  and  if  prompt  action  is 
initiated.3'5  Reports  to  date  have  noted  salvage  of 
patients  only  in  hospitals  with  cardiac  surgical 
facilities.  We  herein  report  a patient  who  suffered 
subacute  cardiac  rupture  at  a community  hospital 
and  was  then  successfully  transferred  over  150 
miles  by  air  for  surgical  treatment. 

Case  Report 

A 66-year-old  woman  had  been  in  good  health 
until  she  sustained  a transmural  inferior  myocardial 
infarction  with  peak  CK  of  1840  IU.  Her  initial 
postinfarct  course  was  benign  and  free  of  dysrhyth- 
mia, chest  pain,  or  heart  failure.  Predischarge, 
submaximal  exercise  testing  was  unremarkable. 
She  was  discharged  on  nifedipine,  transdermal  ni- 
troglycerin, metoprolol,  and  aspirin  14  days  after 
admission. 

Five  days  after  discharge,  the  patient  sufiFered  a 
syncopal  episode.  Evaluation  in  her  local  emergen- 
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cy  room  was  remarkable  for  obtundation,  a thready 
pulse  at  150  beats  per  minute,  hypotension  with  a 
systolic  blood  pressure  of  50  mmHg,  distended 
neck  veins,  clear  lungs,  and  absence  of  murmur  on 
cardiac  examination.  Pressors  and  fluids  were  ad- 
ministered. The  patient  was  transferred  to  the  coro- 
nary care  unit  and  a two-dimensional  echocardio- 
gram revealed  a circumferential  pericardial  effusion 
with  an  inferior  thrombus  (Fig.  1).  Right  heart 
catheterization  revealed  diastolic  equilibration  of 
pressures  with  right  atrial  pressure  of  20  mmHg  and 
pulmonary  capillary  wedge  pressure  of  20  mmHg. 
Acute  ventricular  septal  rupture  was  excluded  by 
the  absence  of  an  oxygen  saturation  step-up  be- 
tween the  right  atrium  and  pulmonary  artery.  The 
decision  was  made  not  to  attempt  to  relieve  the 
cardiac  tamponade,  since  this  was  believed  to  be 
containing  a subacute  myocardial  rupture. 

The  patient  was  transferred  to  the  University  of 
Virginia  Hospital  by  helicopter  where  she  was 
taken  directly  to  the  cardiac  catheterization  labora- 
tory. On  initial  examination  she  was  noted  to  be 
confused,  dyspneic,  and  hypotensive  with  a blood 
pressure  of  80/50  mmHg.  The  lung  fields  were  clear, 
heart  sounds  were  decreased  without  murmurs,  and 
the  extremities  were  cyanotic.  Coronary  angiogra- 
phy revealed  occlusion  of  a dominant  right  coro- 
nary artery  after  the  acute  marginal  branch.  The  left 
coronary  system  was  free  of  significant  disease. 
Right  heart  catheterization  confirmed  the  previous 
hemodynamic  and  oxygen  saturation  findings. 

The  patient  was  transferred  immediately  to  the 
operating  room.  The  pericardium  was  found  to  be 
tense  and  a large  amount  of  dark  blood  and  throm- 
bus was  encountered  when  the  pericardium  was 
opened.  A 1.5-cm  diameter  rupture  of  a small  left 


Fig.  1:  Apical  four  chamber  two-dimensional  echocardio- 
gram demonstrating  circumferential  pericardial  effusion 
with  apical  thrombus. 
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ventricular  aneurysm  of  the  inferior  wall  was  found 
to  be  the  cause  of  the  tamponade.  This  defect  was 
repaired.  Postoperatively,  the  patient  did  well.  She 
was  discharged  ten  days  after  admission  and  has 
continued  to  do  well  without  chest  pain,  symptoms 
of  congestive  heart  failure,  or  residual  neurologic 
deficit. 

Discussion 

Myocardial  rupture  complicates  acute  myocardi- 
al infarction  in  approximately  3%  of  cases.1  In  the 
vast  majority  of  patients,  this  is  manifest  clinically 
by  sudden  and  profound  cardiovascular  collapse 
with  electromechanical  dissociation  due  to  rapid 
and  free  efflux  of  blood  into  the  pericardial  space. 
In  a minority  of  patients  with  rupture,  the  size  of  the 
defect  and  amount  of  leakage  is  small  enough  to 
result  in  cardiovascular  collapse  without  sudden 
death.  Since  the  initial  report  by  O’Rourke  of 
“subacute  heart  rupture”  in  1973, 5 many  cases  of 
subacute  free  wall  rupture  have  been  recognized 
and  successfully  treated  surgically.3,6 

Balakumaran  et  al  have  pointed  out  the  eminently 
treatable  nature  of  subacute  free  wall  rupture  in 
facilities  with  thoracic  surgical  facilities.6  The  pa- 
tient reported  here  suffered  acute  myocardial  free 
wall  rupture  in  a small  community  hospital.  Due  to 
the  prompt  recognition  of  the  free  wall  rupture,  the 
patient  was  rapidly  transported  by  helicopter  to  a 
facility  with  cardiac  surgical  capabilities.  The  diag- 
nosis was  confirmed,  and  the  patient  underwent 
successful  surgery.  She  is  now  alive  and  completely 
asymptomatic. 

This  case  report  demonstrates  the  importance  of 
prompt  recognition  of  subacute  free  wall  rupture. 
The  condition  should  be  suspected  when  sudden 
cardiovascular  collapse  occurs  2-14  days  post  myo- 
cardial infarction,  but  it  has  been  reported  up  to  24 
days  after  myocardial  infarction.1  The  condition 
should  be  further  suspected  when  a new  murmur  to 
suggest  acute  ventricular  septal  rupture  or  acute 
mitral  regurgitation  is  absent.  Jugular  venous  dis- 
tention and  paradoxical  pulse  of  greater  than  10 
mmHg  are  usually  present.  The  diagnosis  can  be 
rapidly  confirmed  by  echocardiography  and/or  right 
heart  catheterization.  With  right  heart  catheteriza- 
tion, equalibration  of  right  heart  diastolic  pressures 
will  be  found  without  an  oxygen  step-up  from  the 
right  atrium  to  the  pulmonary  artery.  Large  V 
waves  on  the  pulmonary  capillary  wedge  tracing 
(suggestive  of  acute  mitral  regurgitation)  will  be 
absent. 

Upon  recognition  of  the  condition,  arrangements 
should  be  made  for  immediate  transfer  of  the  pa- 


tient to  a facility  with  cardiac  surgical  facilities.  If 
the  patient  is  deteriorating  hemodynamically,  peri- 
cardiocentesis may  be  performed  before  transfer, 
leaving  a large  bore  catheter  with  sideholes  in  the 
pericardiac  space.  Hemodynamic  improvement 
with  pericardiocentesis  in  subacute  rupture  has 
been  described3;  however,  pericardiocentesis  may 
be  difficult  due  to  organized  thrombus  in  the  peri- 
cardial space.  As  the  needle  is  advanced  through 
thrombus,  blood  will  not  be  aspirated,  leading  to  the 
potential  to  enter  the  left  or  right  ventricle.  The 
drainage  catheter  can  actually  be  inserted  into  a 
cardiac  chamber  if  the  operator  is  not  aware  of  the 
potential  problem.  Even  if  a catheter  is  successfully 
placed  in  the  pericardial  space,  adequate  relief  of 
tamponade  may  be  precluded  by  such  organized 
thrombus.  If  the  patient  is  reasonably  stable,  it  is 
probably  preferable  not  to  attempt  pericardiocente- 
sis due  to  the  above  problems  and  also  because 
thrombus  which  might  have  formed  at  the  site  of 
leakage  could  be  dislodged  and  encourage  further 
bleeding. 

Upon  arrival  at  a center  with  cardiac  surgery  it  is 
advisable  to  perform  coronary  angiography  prior  to 
operation  if  the  patient’s  condition  allows.  If  coro- 
nary angiography  is  performed,  then  bypass  surgery 
can  be  performed  at  the  time  of  surgical  repair  of 
the  free  wall  rupture  as  necessary. 
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HMOs  and  the  Gatekeeper 


There  are  articles  in  this  issue  concerned  with 
various  aspects  of  HMOs.  Perhaps  one  of  the 
stickiest  problems  is  that  presented  in  the  article  by 
Grad,  “Coping  with  the  Gatekeeper.”  In  this  arti- 
cle, the  author  deals  primarily  with  capitated-type 
HMOs.  This  type  of  HMO  places  the  so-called 
“gatekeeper”  in  a very  difficult  position.  Since  the 
ordering  of  extensive  laboratory  studies  or  the 
referral  of  a patient  to  a specialist  is  not  to  the 
HMO’s  financial  advantage,  there  may  be  an  un- 
concious  tendency  for  the  gatekeeper  to  delay  indi- 
cated studies  and/or  assume  care  for  problems  that 


are  better  managed  by  a specialist. 

There  is  an  answer  to  the  problem:  The  HMO 
may  be  constructed  so  that  all  the  participating 
physicians  are  reimbursed  in  modified  fee-for-ser- 
vice.  However,  a percentage  of  collected  monies  is 
placed  in  escrow.  After  expenses  have  been  paid, 
these  monies  are  shared  equally  by  the  gatekeeper 
and  participating  specialists.  In  this  way,  the  gate- 
keeper cannot  directly  benefit  by  underutilization  of 
specialists  or  by  caring  for  illness  beyond  his  capa- 
bility and  thus  is  relieved  of  an  uncomfortable 
responsibility.  E.L.K.,  Jr. 


I did  not  have  a meeting  today. 


After  supper  on  a recent  Tuesday  night,  I did 
not  go  back  to  the  hospital.  My  daughter  was 
dumbfounded.  “You  mean  you  don’t  have  a meet- 
ing tonight?”  I could  understand  her  surprise.  Dur- 
ing this  past  year,  meetings  seem  to  have  proliferat- 
ed exponentially. 

Beyond  the  local  medical  society  and  hospital 
staff  meetings,  a review  of  the  past  six  months’ 
schedule  showed  the  following  meetings:  Lynch- 
burg Academy  of  Medicine  board  of  directors; 
Lynchburg  Steering  Committee  for  Best  Patient 
Care;  Lynchburg  Area  Physicians’  Organization; 
meetings  to  investigate  the  potential  for  a local 
preadmission  review  program;  Hooks’  Commission 
meetings  (our  local  program  for  public  medical 
awareness);  an  in-service  lecture  for  the  rehabilita- 
tion unit  of  the  hospital;  a lecture  to  the  emergency 
room  physicians  on  diagnosis  and  treatment  of  a hot 
joint;  a lecture  on  juvenile  rheumatoid  arthritis  to 


the  family  practice  residents;  separate  presenta- 
tions to  the  local  American  Association  of  Retired 
Persons  chapter  and  American  Business  Women’s 
Association  on  “Current  Trends  in  Health  Care”; 
Medical  Society  of  Virginia  HMO  Feasibility  Com- 
mittee meetings;  Friday  morning  review  sessions 
for  Medical  Knowledge  Self  Assessment  Program 
VII;  meetings  of  the  George  Craddock  Memorial 
Committee;  attendance  at  Congressman  Olin’s 
health  conference;  and  an  uninvited  attendance  in 
Roanoke  at  a health  systems  agency  meeting  on 
HMOs. 

“I  thought  you  just  saw  patients  and  gave  them 
medicine.”  How  do  you  explain  to  your  1 1-year-old 
daughter  that  the  role  of  the  physician  in  taking  care 
of  his  patients  has  expanded  far  beyond  history, 
physical  exam,  diagnosis,  and  treatment?  But,  then, 
how  do  you  explain  this  to  your  fellow  physicians  as 
well?  As  our  patient’s  advocate,  participation  and 
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involvement  in  such  varied  areas  as  government 
agencies;  local,  state,  and  national  medical  organi- 
zations; business  organizations;  and  civic  groups  is 
as  necessary  as  knowing  the  latest  treatment  of 
choice  for  a specific  illness.  Who  else  will  analyze 
the  requirements  and  operation  of  proposed  alterna- 
tive delivery  systems  from  the  standpoint  of  quality 
care  for  our  patients?  Who  else  can  recognize  the 
limits  of  the  bottom  line — when  cost  containment 
threatens  quality  of  care?  Who  else  will  look  ten 
years  down  the  road  with  concern  for  our  medical 
legacy — the  continuation  of  the  best  medicine  in  the 
world?  Who  else  can  educate  the  public — our  pa- 


tients? Who  will  monitor  unreasonable  DRG,  PAR, 
or  review  organization  decisions  and  criteria? 

Only  the  physician  can  do  this,  because  when  our 
patient’s  health  is  threatened  (by  disease,  govern- 
ment, medical  entrepreneurs,  or  review  organiza- 
tions), what  that  patient  needs  is  not  an  insurance 
company,  a federal  regulation,  or  a hospital  admin- 
istrator. What  that  patient  needs  is  a doctor. 

On  Wednesday,  I had  two  meetings. 

Jeffrey  W.  Wilson,  MD 

2025  Tate  Springs  Road 
Lynchburg  VA  24501 


Virginia  Cares 


Birth  defects  are  a major  cause  of  childhood 
mortality  and  morbidity  and  contribute  to  at 
least  20%  of  all  deaths  during  infancy.  Many  anom- 
alies can  be  effectively  corrected  and  some  can  be 
partially  corrected;  others  may  require  complex 
rehabilitative  services  and  long-term  care.  To  help 
meet  the  special  needs  of  this  group  of  children  in 
Virginia,  Sen.  Clarence  Holland  and  Del.  Mary 
Marshall  sponsored  legislation  last  spring  to  estab- 
lish the  Virginia  Congenital  Anomalies  Reporting 
and  Education  System  (VaCARES).  The  goals  of 
the  system  are  to  collect  and  evaluate  data  on  the 
occurrence  of  birth  defects,  to  promote  improve- 
ment in  diagnosis  and  treatment,  and  to  establish  a 
mechanism  for  providing  information  about  rele- 
vant health  resources  to  the  parents  and  physicians 
of  children  with  birth  defects.  As  one  of  the  two 
physicians  in  the  General  Assembly,  Senator  Hol- 
land deserves  our  approbation  for  using  his  influ- 
ence to  initiate  such  a valuable  program.  Delegate 
Marshall’s  efforts  are  equally  worthy  of  praise. 


The  article  by  Dr.  Joann  Bodurtha  and  her  col- 
leagues elsewhere  in  this  issue  demonstrates  the 
extent  to  which  delayed  prenatal  care  has  limited 
the  access  of  mothers  in  Virginia  to  antenatal  test- 
ing for  Down  syndrome  and  clearly  illustrates  the 
value  of  population  based  data  for  assessing  secular 
and  demographic  trends  in  disease  incidence  and 
health  care  needs.  Their  article  also  demonstrates 
the  substantial  limitations  of  birth  certificates  as  a 
primary  source  for  collecting  data  on  birth  defects. 
Many  clinically  significant  abnormalities  may  not 
be  apparent  at  birth,  thus  accounting  at  least  in  part 
for  the  widely  recognized  underreporting  of  birth 
defects  on  birth  certificates.  The  Department  of 
Maternal  and  Child  Health  is  currently  conducting  a 
pilot  study  to  promote  the  development  of  an  effec- 
tive mechanism  for  a more  complete  and  accurate 
identification  of  affected  infants.  This  program  de- 
serves the  cooperation  and  encouragement  of  the 
medical  community. 

E.  L.  K.,  Jr. 


Thank  you,  Dr.  Davis 


That  there  is  a medical  liability  crisis  in  Virginia 
is  no  secret.  Obstetricians,  solo  practitioners, 
and  small  groups  have  been  especially  affected.  The 
Medical  Society  of  Virginia’s  Liability  Study  Com- 
mittee has  worked  diligently  in  an  attempt  to  find  a 
solution  to  the  problem.  It  is  still  trying. 

Virginia  Medical  salutes  the  many  workers 
who  have  contributed  time  and  effort  to  this  cause, 
with  a special  kudo  to  Dr.  Ronald  K.  Davis,  Chair- 


man of  the  Study  Committee.  Dr.  Davis,  one  of 
Virginia’s  busiest  surgeons,  has  not  only  spent 
many  long  hours  on  the  project,  he  has  made 
solution  of  the  problem  his  primary  goal.  The 
physicians  of  Virginia,  members  of  The  Medical 
Society  of  Virginia  and  non-members  alike,  are 
beholden  to  Dr.  Davis  both  for  his  dedication  and 
for  his  expertise. 

E.L.K.,  Jr. 


684 


VIRGINIA  MEDICAL/NOVEMBER  1986 


VOLUME  113 


m 


MEDICAL  PRACTICE  sales  and  appraisals.  We  specialize 
in  the  valuation  and  selling  of  medical  practices.  If  interest- 
ed in  buying  or  selling  a medical  practice  contact  our 
Brokerage  Division  at  The  Health  Care  Group,  400  GSB 
Building,  Bala  Cynwyd  PA  19004,  (215)  667-8630. 

RECREATIONAL  VEHICLE  for  rent.  Deluxe  Tioga, 
sleeps  up  to  6 persons.  Full  shower  and  bath.  Kitchen 
including  microwave,  refrigerator  and  conventional  oven. 
Air  conditioned.  Stereo,  radio  and  tape  deck.  Equipped 
with  gasoline  generator  for  full  self-containment.  Daily  and 
weekly  rental  rates.  Long-term  rental  for  winter  months 
possible.  Call  Charles  H.  Huber,  MD,  (703)  636-6131  or 
(703)  635-7765  in  Front  Royal,  Virginia. 

URGENT  CARE — wanted  full  and  part-time  BE/BC  pri- 
mary care  physicians  for  new  center  in  growing  area  of 
Fairfax  County,  Virginia  for  November  1986.  Malpractice 
provided.  Send  CV/inquiries  to  Robert  Cates,  MD,  Fairfax 
Hospital  Emergency  Department,  3300  Gallows  Road, 
Falls  Church,  Virginia  22046  or  call  (703)  698-3195. 

THE  SPECIAL  charm  that  Albemarle  County  conjures  in 
the  minds  of  those  who  have  passed  through  has  induced 
many  to  retire  here.  The  wisdom  evidenced  by  these 
retirees  has  been  self-evident.  Please  give  thought  to  the 
above.  Henry  B.  Hunt,  Jr.,  Sales  Associate,  Gordon  L. 
Wheeler  & Associates,  Inc.,  908  East  High  Street,  Char- 
lottesville VA  22901.  (804)  971-8200. 

PRACTICE  AVAILABLE — Richmond  suburb.  Estab- 
lished 34-year-old  office  and  hospital  practice  suitable  for 
internist  or  family  physician.  X-ray,  EKG,  laboratory 
included.  Pay  as  you  earn.  Will  introduce  for  three  to  six 
months.  Owner  wishes  to  retire  and  is  willing  to  stay  on  to 
help  part-time.  JCAH  approved  hospital  nearby.  Write  to 
Virginia  Medical  Box  90,  4205  Dover  Road,  Richmond  VA 
23221. 

GENERAL  SURGEON  needed  immediately  for  a multispe- 
cialty surgical  group  in  Southwestern  Virginia.  We  are 
seeking  a graduate  of  United  States  medical  school  with 
Board  of  General  Surgery  certificate  (or  eligible).  Excellent 
fringe  benefits  and  practice  conditions.  Reply  to  Virginia 
Medical,  Box  020,  4205  Dover  Road,  Richmond  VA  23221. 

FAMILY  PRACTITIONER  BC/BE — Rapidly  growing 
family  practice  in  Historic  Alexandria,  Virginia,  just  out- 
side Washington  DC.  Full  range  of  practice  and  teaching 
opportunities  except  OB.  Excellent  salary  plus  benefits  and 
partnership  opportunity.  Send  CV  to  Ada  Ansley,  11968 
Sentinel  Point  Court,  Reston  VA  22091  or  call  (703)  379- 
3697. 


FAMILY/INTERNAL  Medicine  practice  available  now  for 
sale.  Leaving  for  fellowship.  Extremely  respected,  success- 
ful and  well  organized,  providing  fulfilling  excellent  care. 
Motivated,  appreciative  patients.  Excellent  close  hospitals. 
Ideal,  friendly,  semi-rural  community.  Close  to  Wilming- 
ton, Baltimore,  Philadelphia.  Good  terms.  For  informa- 
tion, (301)  398-8030. 

WESTERN  VIRGINIA — Full  time  position  available  in  a 
hospital  affiliated  ambulatory  care  facility  in  Roanoke. 
Excellent  working  conditions.  Competitive  salary.  ACLS 
required.  Emergency  medicine  experience  preferred.  Send 
CV  to  Emergency  Medical  Assoc.,  PO  Box  8622,  Roanoke 
VA  24014.  (703)  774-9627  or  (703)  344-5286. 

PRACTICE  for  sale  or  lease  in  Northern  Virginia  area. 
Includes  building,  name  and  all  equipment.  Walk-in  clinic. 
Excellent  opportunity  for  FP  or  internal  medicine.  Call  Dr. 
Colletti,  (703)  494-3171,  for  more  information. 

SOLO/GROUP  opportunities  for  physicians  in  all  special- 
ties. We  can  help  you  select  your  most  promising  Southeast 
opportunity.  Send  CV  or  call  (919)  876-5005.  Hunter, 
Holland  & Ward,  Inc.,  1100  Logger  Court,  D-102,  Raleigh 
NC  27609. 


STRONG  MEDICAL  community  is  seeking 
American  board  certified  physicians  to  practice 
in  a new  125-bed  (all  private  rooms)  not-for- 
profit  hospital,  state  of  the  art  equipped,  located 
in  a college  community  with  over  25  major 
industries.  Specialties:  orthopaedics,  ophthal- 
mology, otolarnygology,  obstetrics/gynecology, 
internal  medicine,  gastroenterology,  pulmono- 
logy, urology  and  family  medicine. 

Send  CV  in  confidence  to: 

W.  H.  Davidson,  MD 
Physician  Recruitment  Committee 
Scotland  Memorial  Hospital 
500  Lauchwood  Drive 
Laurinburg,  NC  28352. 
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He  tendered  to  The  Medical  So- 
ciety of  Virginia’s  Council  his  res- 
ignation as  AM  A delegate,  and 
then  Dr.  F.  Ashton  Carmines,  New- 
port News,  flew  off"  to  Africa  last 
month  for  a four-year  stint  as  on- 
site coordinator  for  the  Virginia 
Baptist  Partnership  with  Tanzania. 
He  and  Mrs.  Carmines  will  live  in 
Moshi,  at  the  foot  of  Mount  Kili- 
manjaro. On  missions  combining 
his  faith  and  his  profession  “Pete” 
Carmines  has  treated  the  sick  in 
Jordan,  Hong  Kong,  and  the  Philip- 
pines and  recently  returned  from 
two  months  in  Tanzania. 

One  of  the  best  friends  organized 
medicine  ever  had,  Dr.  Carmines 
has  served  The  Medical  Society  of 
Virginia  in  appointive  and  elective 
posts  for  25  consecutive  years,  in- 
cluding a term  as  MSV  President  in 
1969.  He  has  been  president  also  of 
the  Newport  News  Medical  Socie- 
ty and  of  the  Virginia  Orthopedic 
Society. 

Chairman  of  a task  force  ap- 
pointed to  study  drug  use  at  the 
University  of  Virginia  is  Dr.  John 
A.  Owen,  Jr.,  UVa  professor  of 
internal  medicine,  Medical  Society 
of  Virginia  councilor,  and  Asso- 
ciate Editor  of  Virginia  Medical. 

After  32  years  as  a surgeon,  Dr. 
Paul  Robinett,  Portsmouth  retired 
this  year  “because  I want  to  retire 
before  someone  tells  me  to,”  he 
told  a reporter  for  the  Virginian- 
Pilot  and  Ledger-Star.  At  Mary- 
view  Hospital,  where  Dr.  Robinett 
has  been  on  the  medical  staff  for 
most  of  his  surgical  career,  he  was 
presented  with  a bag  of  auto- 
graphed tennis  balls,  a poem  writ- 
ten in  his  honor,  and  a plaque. 


WHO 

Born  in  Huntington,  West  Vir- 
ginia, the  son  of  an  osteopath,  Dr. 
Robinett  was  graduated  from  the 
Medical  College  of  Virginia;  per- 
formed a tour  of  duty  with  the 
Army  in  Guam  and  the  Philppines; 
went  to  Oak  Ridge,  Tennessee  as  a 
research  fellow;  and  landed  in 
Portsmouth  in  the  mid-1950s.  He 
has  been  president  of  the  Ports- 
mouth Academy  of  Medicine  and 
the  Kiwanis  Club. 

What  has  he  planned  for  his  re- 
tirement? “My  wife  has  about  four 
trips  planned,”  Dr.  Robinett  told 
the  reporter.  They’ll  also  be  busy 
enjoying  their  five  grandchildren, 
and  he’ll  be  playing  tennis. 

Residents  of  Deltaville  turned 
out  for  a reception  recently  to  hon- 
or Dr.  Harold  W.  Felton  for  his  30 
years  of  service  to  the  waterside 
community.  A native  of  West  Vir- 


ginia, Dr.  Felton  earned  his  MD  at 
the  Medical  College  of  Virginia  and 
found  his  way  to  Deltaville  in  1956 
“with  68  cents  in  my  pocket,”  he 
told  a reporter  for  the  Urbanna 
Southside  Sentinel.  He  has  since 
cared  for  thousands  of  people  who 
live  in  and  around  Deltaville  on  the 
Rappahannock  and  the  Piankatank 
Rivers  and  the  Chesapeake  Bay. 

Dr.  John  T.  Ashley,  executive 
director  of  the  University  of  Vir- 
ginia Hospitals,  has  been  appointed 
to  a two-year  term  on  the  State 
Board  of  Health  by  Gov.  Gerald  L. 
Baliles. 

Dr.  Daniel  L.  Crooks,  Richmond 
ob-gyn,  is  the  new  president  and 
chairman  of  the  board  of  trustees 
of  Chippenham  Hospital  in  south 
Richmond. 

Dr.  Charles  D.  Teates,  Char- 
lottesville, has  been  elected  a fel- 
low of  the  American  College  of 
Radiology,  and  fellowship  in  the 
American  College  of  Pediatrics  has 
been  conferred  on  Dr.  Charles 
Johnson  III,  also  of  Charlottesville. 


With  tennis  balls,  Dr.  Paul  Robinett;  at  mike,  Mary  Lee  Adams;  with  plaque, 
J.  Bland  Burkhardt,  executive  director,  Mary  view  Hospital. 

Photo  courtesy  the  Virginian-PilotILedger-Star. 
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(1)  Disability  Income  Plan 

• Monthly  Benefit  up  to  $5,000 

• Choice  of  3 Economical  Plans 


Pmkd  tj  wm  Vmdm 

(2)  Practice  Overhead  Expense 

• Monthly  Benefit  up  to  $5,040 

• Pays  up  to  24  months 


Vuled  you*  FoHtib) 

(3)  Supplemental  Term  Life  Insurance 

• Coverage  up  to  $250,000 

• More  protection  for  less  premium  dollars 

putted  ycum  gwfitttfeed 

(4)  Employees  Benefit  Programs 

• Choice  of  six  programs  at  low  group 
rates 

• You  pay  all,  part  or  none  of  the  program 


Pouted  yum  UmBk 


(5)  Comprehensive  Health  Plan 

• Lifetime  maximum  of  $1,000,000  for  each 
covered  family  member 

• Optional  Dental  Coverage 

(7)  Medicare  Supplement 

• Pays  deductible  plus  other  Part  A 
Medicare 

• Benefits  updated  automatically  to 
deductibles  and  co-payments. 

(8)  In-Hospital  Money  Plan 

• Daily  benefits  from  $50  to  $150, 
beginning  your  first  day  of 
hospitalization. 

• Double  benefits  for  cancer  and  intensive 
care  treatment 


(6)  Excess  Major  Medical  Plan 

• Total  benefits  of  $1,000,000  per  illness  or 
injury 

• $30,000  or  $50,000  Deductible 

• Five-year  maximum  benefit  period 

and  Part  B charges  not  covered  by 
equal  increases  in  Medicare’s 

(9)  Accidental  Death  & Dismemberment 

• Benefits  up  to  $500,000  in  case  of  death, 
of  loss  of  limb  or  eyesight. 

• Additional  permanent  Total  Disability 
benefit 


John  P.  Pearl  & Associates,  Ltd. 

6620  W.  BROAD  STREET,  SUITE  300 
RICHMOND,  VIRGINIA  23230-1789 


MEDJEWTES 

WEKIS  FROM  m ICED’S  COMPUTER  ROOM 

HOUSE  AUTHORIZES  BIG  TORT  REFORM  FIGHT 


Meeting  in  an  atmosphere  of  urgency,  the  House 
of  Delegates  last  month  ordered  The  Medical  Society 
of  Virginia  to  mount  a $400,000  campaign  to  reform 
the  state’s  liability  laws  and  voted  a dues  increase 
to  pay  for  it . 

The  urgency  was  provided  by  U.S.  District 
Judge  James  Harry  Michael,  Jr.  On  the  very  day 
the  annual  meeting  opened,  Thursday,  November  6,  the 
271  delegates  heard  the  news  that  he  had  ruled 
Virginia’s  cap  on  medical  liability  awards 
unconstitutional,  thus  upholding  a Charlottesville 
jury’s  $8.3  million  award.  At  that  time  the  Finance 
Committee,  which  had  wrestled  mightily  to  balance 
a budget  showing  a projected  loss  of  revenue  due 
to  reduced  membership,  had  formulated  a recommendation 
for  a $25  dues  increase.  The  critical  need  to 
fight  the  judge’s  decision  and  the  high  cost  of 
doing  so  led  Reference  Committee  One  to  substitute 
a request  that  dues  be  increased  from  $195  to 
$300.  There  was  little  opposition  in  the  House 
to  that  heftier  increase,  although  there  was  lengthy 
debate  about  how  to  assign  the  estimated  $480,000 
additional  in  revenue  it  would  produce.  Finally 
the  delegates  voted  to  earmark  $400,000  of  it 
for  tort  reform  and  reserve  the  rest. 

Exactly  how  the  money  would  be  spent  could 
not  be  forecast  by  Dr.  Ronald  K.  Davis,  chairman 
of  the  Professional  Liability  Committee,  but, 
he  said,  the  Society's  counsel  and  PR  consultants 
would  play  pivotal  roles  in  mounting  1)  an  intensive 
effort  to  have  Judge  Michael’s  decision  overturned 
and  2)  an  aggressive  presence  on  behalf  of  the 
cap  and  other  tort  reform  at  the  1987  General 
Assembly.  Proposed  expenditures  will  be  submitted 
for  approval  to  the  Council  as  needed,  he  added. 

The  Medical  Society  of  Virginia  long  held 
a basement  position  when  the  dues  of  state  societies 
over  the  country  were  compared;  the  increase  lifts 
it  to  a position  mid-way  of  that  list. 


PEER  REVIEW  The  House  reaffirmed  the  Society’s 

association  with  the  Medical  Society 
of  Virginia  Review  Organization  but  asked  for 
multiple  ’’improvements  in  the  MSVRO’s  operations."  A 
study  committee  headed  by  Dr.  William  H.  Sipe 
had  formulated  specific  changes  to  be  made  in 
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A report  of  all  the  House  of  Delegates'  actions,  with 
the  complete  text  of  the  changes  the  MSVRO  was  ordered 
to  make,  is  to  be  published  in  Virginia  Medical's  January 
issue.  If  you  want  a pre-publication  copy  of  that  report, 
write  to  Virginia  Medical,  4205  Dover  Road,  Richmond 
VA  23221,  and  it  will  be  sent  to  you  promptly. 


such  areas  as  the  sanctioning  process,  admission  denials, 
denial  letters,  and  confidentiality,  and  had  stated 
that  although  the  MSVRO  must  perforce  satisfy  HCFA 
regulations,  it  should  also  satisfy  the  Society  and 
Virginia’s  practicing  physicians.  After  prolonged  debate 
in  a room  jampacked  with  MSV  members.  Reference  Committee 
One  sent  the  recommendations  to  the  House,  suggesting 
affirmative  action.  There,  after  more  debate,  they 
were  adopted. 

UNIFICATION  Adopted  by  the  delegates  was  the  presidential 
recommendation  of  Dr.  Charles  M.  Caravati, 

Jr.,  that  the  Society  remain  unified  with  the  American 
Medical  Association.  Rejected  was  a resolution  asking 
that  unified  membership  be  rescinded  for  a two-year 
period,  then  subjected  to  a vote  of  the  membership. 

NEW  CARRIER  Dr.  Caravati  also  asked  the  House  to  place 
its  seal  of  approval  on  a new  liability 
insurance  program  developed  by  the  Society  with  the 
Medical  Protective  Company  of  Ft.  Wayne,  Indiana.  The 
delegates  did  so,  and  no  sooner  was  the  meeting  over 
than  Med-Pro  general  agent  T.  J.  Pandak  had  settled 
into  an  office  at  MSV  headquarters  in  Richmond  and 
was  selling  claims  made  and  occurrence  policies.  He 
has  two  telephone  lines:  (804)  358-0909  and  (804)  358-1069. 

BOXING  BAN  Support  for  legislation  to  ban  boxing 
in  Virginia  was  given  by  the  delegates 
when  they  adopted  a resolution  from  the  Virginia  Neurologic 
Society;  the  resolution  also  asked  the  Society’s  Sports 
Medicine  Committee  to  urge  Virginia’s  colleges  and 
universities  to  eliminate  boxing  programs. 


LEADERSHIP  As  the  delegates  watched.  Dr.  Alan  R.  Nelson, 
Chairman  of  the  AMA  Board  of  Trustees, 
installed  Dr.  Richard  L.  Fields  as  MSV  President.  (To 
read  about  his  goals  for  the  year,  see  page  705.)  Dr.  Glenn 
B.  Updike,  Jr.,  won  the  post  of  President  Elect.  Dr. 

J.  Thomas  Hulvey  moved  up  to  First  Vice  President  and 
Dr.  John  A.  Owen,  Jr.,  was  elected  Second  Vice 
President.  Reelected  were  Dr.  Donald  S.  Thorn,  Third 
Vice  President,  Dr.  William  H.  Barney,  Speaker  of  the 
House,  and  Dr.  George  E.  Broman,  Vice  Speaker.  — A.G. 
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President  Fields  on  Priorities 


Dr.  Richard  L.  Fields,  whose  commanding 
presence  became  familiar  to  Medical  Society  of 
Virginia  members  during  his  five  years  as  Speak- 
er of  the  House,  was  installed  as  MSV  President 
at  the  annual  meeting  last  month  in  Williams- 
burg. There,  in  an  interview  for  Virginia  Medi- 
cal, he  talked  about  his  goals  for  the  coming 
year.  An  editiorial  tribute  to  Dr.  Fields  appears 
in  this  issue  on  page  743. 

We’ve  got  some  wounds  in  our  Society,  and 
my  major  goal  this  year  is  to  heal  those 
wounds.  Most  of  them  are  not  of  our  own  making 
but  are  due  to  government  interference,  or  prob- 
lems with  liability  insurance,  public  image,  and 
so  on.  But  some  of  the  are  of  our  own  making, 
and  those  are  the  wounds  I want  to  heal.  My  No. 
1 concern  in  that  regard  is  membership.  I am 
going  to  consider  the  activities  of  the  Member- 
ship Committee  of  foremost  importance,  and  I 
am  going  to  drive  as  many  miles  as  I have  to  to 
carry  the  message  of  MSV  membership  to  as 
many  societies  as  will  have  me. 

I have  a couple  of  special  projects  I’ve  already 
started  to  put  in  place.  The  first  is  a legislative 
visitation  program  to  be  held  in  February  at  the 
Fairfax  Flospital  in  Northern  Virginia.  This  will 
be  a program  for  the  health  legislative  aides  of  all 
the  members  of  the  Virginia  congressional  dele- 
gation. Dr.  Barrie  Cook  and  Dr.  Glenn  Updike 
have  agreed  to  be  co-chairmen  of  this  project. 
The  goal  is  to  let  these  people  see  medicine  right 
there  in  the  hospital,  to  know  our  concerns  about 
things  their  congressmen  will  have  to  consider  in 
legislation.  We’re  not  going  to  preach  to  them, 
we’re  not  going  to  lobby  them,  we’re  just  going 
to  try  to  get  some  information  to  them  and 
develop  avenues  of  communication  with  them. 
Fm  very  excited  about  that. 

Then  Fm  appointing  a special  committee  on 
AIDS,  the  most  significant  public  health  problem 
in  this  nation  today  and  one  that  is  going  to  get 


worse  in  terms  of  the  number  of  people  who  will 
become  infected.  That  committee  will  be  chaired 
by  Dr.  Donald  Poretz,  a highly  experienced 
infectious  disease  specialist  who  has  probably 
treated  more  AIDS  patients  than  anyone  else  in 
this  state.  He  and  his  committee  members  are 
going  to  serve  as  an  information  resource  for 
physicians  around  the  state,  for  the  public,  the 
media,  governmental  organizations,  and  so  on. 
They  will  probably  be  meeting  before  the  end  of 
December  and  will  report  to  Council  in  January. 
Fm  very  excited  about  that,  too. 

Of  course  I’ll  carry  forward  the  work  of  Presi- 
dent Caravati’s  administration  in  tort  reform, 
and  Dr.  Ron  Davis  will  continue  to  head  our 
Committee  on  Professional  Liability.  “Magnifi- 
cent” is  too  small  a word  for  Dr.  Davis,  he  is  just 
indispensable.  Judge  Michael’s  decision  [that 
Virginia’s  liability  cap  is  uncontitutional]  makes 
our  tort  reform  effort  all  the  more  urgent.  I hope 
it  can  be  overturned.  The  dues  increase  will  help 
us  with  that. 

I’m  very  encouraged  by  this  meeting.  I think 
I’ve  seen  more  solidarity  among  the  physicians 
who  are  here  this  time  than  we’ve  had  for  a long 
time;  that  may  be  partly  because  of  this  new 
concern  in  the  liability  area.  The  issue  of  unifica- 
tion was  raised  again  in  reference  committee,  but 
I think  differences  of  opinion  are  necessary  in  a 
democratic  organization,  and  in  my  view  The 
Medical  Society  of  Virginia,  which  is  patterned 
after  the  AMA  in  the  way  it  runs  its  House,  is  the 
most  democratic  organization  I’ve  ever  seen. 
Everybody  has  the  right  to  dissent  and  debate, 
and  then  the  vote  is  taken,  and  then,  hopefully, 
we’ll  all  live  by  that. 

Fm  encouraged  and  excited  because  I’m  going 
to  serve  the  Society  in  another  capacity,  and  I’m 
looking  forward  to  that.  People  have  been  asking 
me  here,  How  are  you  feeling?  How  is  it  going?, 
and  my  answer  is,  I’m  ready. 

— Richard  L.  Fields,  MD 
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The  five  genial  men  in  the 
photograph  at  left  are  the 
Doctors  Sease.  All  practice 
medicine  in  Harrisonburg, 

Virginia.  All  are  members  of  the 
Rockingham  County  Medical 
Society  and  The  Medical  Society 
of  Virginia. 

They  are  the  sons  and 
grandsons  of  the  late  Dr.  Cyril  I. 
Sease,  Sr.,  and  his  wife  Mary, 
who  lived  in  Richmond.  There 
Cyril  Sease  was  schooled  in 
medicine  at  the  Medical  College  of 
Virginia  (so  were  all  five  members 
of  this  medical  legacy),  and  there 
for  50  years  he  practiced  surgery. 

His  name  was  given  to  the 
senior  member  of  this  quintet,  Dr. 
Cyril  I.  Sease,  Jr.,  or  “C.I.”  He 
led  the  Sease  migration  to 
Harrisonburg  in  1951. 

“They  were  adding  on  to  the 
[Rockingham  Memorial]  Hos- 
pital,” he  has  recalled,  “and  the 
facilities  and  medical  community 
here  were  excellent.”  At  that  time 
the  hospital’s  medical  staff  was 
comprised  of  some  25  doctors; 
now  there  are  about  130  in 
medical  staff,  five  of  them  the 
Doctors  Sease. 

Dr.  Robert  H.  Sease  followed 
his  brother  to  the  Shenandoah 
Valley  in  1953  to  practice  internal 
medicine,  and  in  1961  a third 
brother,  Dr.  James  R.  Sease, 
brought  them  multi-specialty 
status  by  arriving  in  Harrisonburg 
to  practice  surgery. 


Across  the  street  from  the 
hospital  the  trio  put  up  a building 
for  their  separate  offices,  naming 
it  in  honor  of  their  father,  and 
they  installed  themselves  and  their 
wives  in  neighboring  houses  in  a 
Harrisonburg  subdivision,  where 
they  reared  a total  of  12  children. 

Two  of  those  children,  sons  of 
Dr.  Robert,  came  home  to 
Harrisonburg  recently,  bringing 
their  medical  diplomas  with  them. 
They  are  Dr.  Craig  Sease, 
urologist,  who  returned  in  1985, 
and  Dr.  Robert  H.  Sease,  Jr., 
gastroenterologist,  who  settled 
into  space  in  the  Sease  Medical 
Building  in  August  of  this  year. 

“We  thought  we  wanted  to  be 
independent,  but  looking  around, 
things  just  didn’t  compare  with 
the  opportunities  we  have  here,” 
Dr.  Robert,  Jr.,  told  a reporter. 

Similarly  abundant  are  the 
opportunities  for  their  patients  to 
reach  the  wrong  Doctor  Sease. 
Both  office  help  and  hospital 
switchboard  are  adroit  at  ex- 
tracting specifics  of  nomen- 
clature and  specialty,  but  even  so, 
“It  gets  pretty  confusing  at 
times,”  Dr.  C.I.  admits.  “If 
‘Which  Dr.  Sease  do  you  want?’ 
doesn’t  get  you  anywhere,  then 
‘What’s  your  problem?’  usually 
does  it — the  hernia  is  Jimmie’s, 
the  heart  patient  is  Robert’s,  the 
GI  trouble  goes  to  Robert,  Jr.” 

Of  course,  when  Dr.  Craig  ar- 
rived to  follow  in  his  Uncle  C.I.’s 
urologic  footsteps,  that  question 
didn’t  work  so  well  anymore,  but 
Dr.  C.I.  has  solved  that  problem: 
He  is  retiring  in  January.  — A.G. 


Photograph  by  Gail  Nardi  for  the 
Richmond  Times-Dispatch,  reproduced 
by  permission,  originally  appeared 
with  Mrs.  Gail  Nardi' s feature  story, 
“Doctors  are  keeping  it  all  in 
the  family,’’  in  the  Richmond  Times- 
Dispatch  of  September  15,  1986. 
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Now  there's  an  alternative  to  hos- 
pitalization for  patients  in  need  of  in- 
travenous therapy  Intracare  can  provide 
this  constant  specialized  outpatient  care 
for  patients  in  Maryland,  D.C.  and  Virginia. 

The  Intracare  pharmacists  and  nurses,  all 
specialists  in  IV  therapy,  are  on  call  24  hours 
a day,  7 days  a week.  This  personal  ap- 
proach insures  that  patient's  specific 
needs  are  carefully  monitored  and 
attended  to  at  all  times. 

A wide  variety  of  IV 
Infusions  for  a wide  range 
of  cases. 


I 


In  addition  to  6 beds  for 
infusion  patients  who  re- 
quire close  observa- 
tion, there  are  4 exam- 
ining rooms  for  short 
term  treatments — all  in 
a pleasant  setting  to 
make  your  patients 
comfortable.  Or  if  you  , 

wish,  an  Intracare  staff  7 

member  will  teach  your 
patients  to  administer  their 

own  infusion  through  a heparin  i 

lock.  - ' 

Intracare  provides  IV  infusions 
of  antibiotics,  total  parenteral  nu- 
trition, steroids,  blood  products, 
and  other  therapies  or  medications. 

Plus  supplies,  pumps,  and  chemother- 
apy drugs  and  catheter  care  for  central 
venous  catheter  patients. 

All  medications  and  supplies  for  our  outpatients 
are  dispensed  from  our  in-house  pharmacy. 

Homebound  patients  appreciate  the  option  of  hav- 
ing their  medications  and  supplies  delivered 
— or  picked  up  from  our  pharmacy. 

Less  cost.  Less  lifestyle  Interruption. 

Consider  the  benefits  to  your  patients  of  being  able  to 
lead  normal  lives,  attend  school,  go  to  work.  Consider  the 
enormous  savings  over  in-hospitallV  therapy — up  to  60% 
less.  Consider  that  Intracare  has  treated  thousands  of  pa- 
tients with  excellent  results.  And  most  important,  a level  of 
caring  that  makes  all  our  patients  secure  in  trusting  their  IV 
therapy  to  us. 


Name:  Wayne  Wilkins 
D.O.B.:  11/6/46 
Diagnosis:  Osteomyelitis 
of  the  foot 

Treatment:  Intravenous 
antibiotics 


Name:  Thomas  Wheatley 
D.O.B.:  9/13/33 
Diagnosis:  Colonic 
Carcinoma 

Treatment:  Continuous 
chemotherapy  via 
portable  infusion  pump. 
Patient  has  C.V.C. 


Name:  Emily  Topolsky 
D.O.B.:  7/28/77 
Diagnosis:  Chronic 
pyelonephritis 
Treatment:  Intravenous 
antibiotics 


Name:  Dudley  Watts 
D.O.B.:  8/24/20 
Diagnosis:  Colonic 
carcinoma 

Treatment:  Continuous 
chemotherapy  via 
portable  infusion  pump. 
Patient  has  C.V.C. 


IntraCare  Corporation 
3299  Woodburn  Rd.,  Suite  230 
Annandale,  Vo.  22003-1275 
(703)  280-5390 


The  above  patients 
have  all  received 
treatment  by  IV 
therapy  at  Intracare. 

For  a tour  of  Intracare 
facilities  or  more 
information  about  our 
clinical  program,  call  us  at 
{. 703)280-5390. 


GIRE 


104  Elden  St.,  Suite  10 
Herndon,  Va.  22070-4809 
(703)  481-1617 
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Medical  Therapy  of  Gallstones: 
State  of  the  Art 

Douglas  M.  Heuman,  MD,  and  Z.  Reno  Vlahcevic,  MD, 

Richmond , Virginia 


Medical  management  of  gallstones  is  challenging  the  preeminence  of 
cholecystectomy,  although  surgery  is  still  the  treatment  of  choice  for  most 
patients.  Dissolution  with  cheno-  or  urso-deoxycholic  acid  has  been  proven 
effective,  although  it  is  slow,  costly,  and  gallstones  may  recur.  Two  new 
methods  show  promise:  percutaneous  transhepatic  catheterization  and  extra- 
corporeal shock  wave  lithotripsy. 


It  has  been  estimated  that  20  million  Americans 
have  gallstones.  For  nearly  100  years,  chole- 
cystectomy has  been  the  generally  accepted 
therapeutic  approach  to  gallstones.  About  500,000 
cholecystectomies  are  performed  each  year  in  the 
U.S.,  with  a procedure-associated  mortality  of 
0.5%-1.0%,  significant  morbity  and  a cost  to  the 
American  public  exceeding  $3  billion  per  year. 
Although  cholecystectomy  remains  the  gold  stan- 
dard against  which  all  other  treatments  must  be 


From  the  Departments  of  Internal  Medicine,  Divisions 
of  Gastroenterology,  Medical  College  of  Virginia/Virginia 
Commonwealth  University  (Dr.  Vlahcevic)  and  McGuire 
Veterans  Administration  Medical  Center  (Dr.  Heuman). 
Address  correspondence  to  Dr.  Vlahcevic  at  Box  711, 
MCV  Station,  Richmond  VA  23298. 

All  the  articles  in  this  section  were  submitted  in  April 
1986  and  were  reviewed  for  currency  early  in  October. 


judged,  a number  of  advances  in  the  past  two 
decades  have  brought  us  to  the  threshold  of  what 
may  be  a new  era  of  medical  gallstone  management. 

This  review  summarizes  the  current  status  of 
gallstone  dissolution  and  other  non-surgical  thera- 
pies for  cholelithiasis. 

Non-invasive  Dissolution 

Roughly  80%  of  all  gallstones  occurring  in  U.S. 
patients  contain  cholesterol  as  their  principal  com- 
ponent. (The  remaining  20%,  composed  primarily 
of  bile  pigments  and  calcium  salts,  are  not  currently 
amenable  to  any  sort  of  dissolution  therapy).  Cho- 
lesterol, a water-insoluble  lipid,  is  ordinarily  main- 
tained in  micellar  solution  in  bile  through  the  effects 
of  bile  acids,  physiological  detergents  which  are 
themselves  derived  from  cholesterol  (Fig.  1),  and  of 
lecithin,  a polar  phospholipid.  Working  with  ideal 
solutions,  Admirand  and  Small  in  1968  defined  the 
physical  limits  of  aqueous  solubility  for  cholesterol 
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as  a function  of  bile  acid  and  lecithin  concentra- 
tions. They  found  that  the  gallbladder  bile  of  gall- 
stone patients  uniformly  exhibited  cholesterol  satu- 
ration of  >100%,  whereas  normal  controls  were 
<100%  saturated,  suggesting  that  gallstone  forma- 
tion was  the  consequence  of  secretion  of  bile  super- 
saturated with  cholesterol.1  This  supersaturation 
could  be  due  to  an  excess  of  biliary  cholesterol 
secretion,  deficiency  of  bile  acids  and/or  phospho- 
lipids, or  a combination  of  both  factors. 

Vlahcevic  et  al2  in  1970  reported  that  patients 
with  cholesterol  gallstones  have  a reduced  bile  acid 


Fig.  1.  The  two  primary  bile  acids,  cholic  and  chenode- 
oxy cholic,  are  synthesized  in  the  liver  from  cholesterol.  The 
two  secondary  bile  acids,  deoxycholic  and  lithocholic,  are 
formed  in  the  gut  by  the  bacterial  7a  dehydroxylation  of 
cholic  and  chenodeoxycholic  acid,  respectively. 


Fig.  2.  Bile  acid  pool  sizes  in  normal  males/females  (nor- 
mals) compared  to  male/female  patients  with  cholesterol 
gallstones  (Caucasians  and  American  Indians).  Bile  acid 
pool  size  in  latter  group  is  about  50%  smaller  than  in 
normals. 


pool  size  (Fig.  2).  Since  hepatic  bile  acid  flux  is 
related  to  the  size  of  the  circulating  bile  acid  pool, 
and  since  biliary  cholesterol  saturation  tends  to 
increase  as  hepatic  bile  acid  flux  declines,  this 
finding  suggested  that  an  inappropriately  small  cir- 
culating bile  acid  pool  was  the  cause  of  cholesterol 
gallstone  disease.  It  further  led  to  the  hypothesis 
that  augmentation  of  the  bile  acid  pool,  through 
feeding  of  bile  acids,  might  reverse  the  pathophys- 
iological abnormality  and  permit  gallstone  dissolu- 
tion. This  turned  out  to  be  true  for  some  but  not  all 
bile  acids;  Thistle  and  Hofmann3  showed  in  1973 
that  feeding  of  chenodeoxycholic  acid  (CDCA)  but 
not  cholic  acid  could  lead  to  dissolution  of  choles- 
terol gallstones  in  vivo. 

Since  then  a number  of  well-designed  prospective 
trials  have  confirmed  the  efficacy  of  daily  therapy 
with  CDCA  (also  known  as  chenic  acid  or  cheno- 
diol)  in  dissolving  gallstones.4-6  Gallstone  dissolu- 
tion is  a slow  process,  requiring  months  to  years, 
and  is  not  always  successful.  In  order  to  maximize 
the  effectiveness  of  CDCA,  one  must  employ  ade- 
quate doses  (13-15  mg/kg  body  weight  per  day);  the 
disappointing  results  observed  in  the  National  Co- 
operative Gallstone  Study  (15%  complete  gallstone 
dissolution  with  750  mg  of  CDCA  per  day  over  a 
period  of  two  years)  were  clearly  attributable  to 
inadequate  dosage.4  Success  can  be  improved  by 
selecting  an  optimal  subgroup  of  patients  with 
small,  multi-faceted  or  floating  stones  (which  con- 
tain almost  pure  cholesterol),  and  can  be  enhanced 
further  by  giving  the  entire  daily  dose  of  CDCA  at 
bedtime,7  the  rationale  being  that  bile  acid  fluxes 
during  the  nocturnal  hours  of  fasting  are  at  their 
minimum,  so  that  biliary  cholesterol  saturation  is 
maximal  at  night.  In  this  optimal  subgroup  of  pa- 
tients, 70%  of  gallstones  can  be  dissolved  with 
CDCA  within  a year.7  Calcified  stones,  very  large 
stones,  or  stones  in  non-visualizing  gallbladders  can 
not  be  dissolved  by  CDCA  therapy. 

The  medical  community  has  been  less  than  enthu- 
siastic in  embracing  gallstone  dissolution  therapy. 
The  problems  perceived  are:  a)  dissolution  is  slow; 
b)  not  many  patients  are  optimal  candidates  for  the 
treatment;  c)  after  stopping  therapy,  gallstones  re- 
cur within  two  years  in  about  50%  of  patients;  d) 
mild  side  effects  of  CDCA,  including  diarrhea  and 
elevated  transaminases,  are  frequent;  and  e)  thera- 
py is  costly,  particularly  if  life-long  treatment  is 
anticipated.  Because  of  these  drawbacks,  investiga- 
tors continue  to  seek  other,  more  effective  agents 
for  gallstone  dissolution. 

Ursodeoxycholic  acid  (UDCA),  the  major  bile 
acid  of  bears,  has  been  tested  extensively  in  Europe 
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and  Japan;  it  is  not  yet  licensed  for  use  in  the  U.S. 
Like  CDCA,  it  reduces  biliary  cholesterol  satura- 
tion and  dissolves  gallstones,  but  the  mechanism  for 
the  latter  appears  to  be  quite  different.  Instead  of 
promoting  micellar  solubilization  (which  it  does 
poorly),  UDCA  causes  cholesterol  on  the  solid 
crystalline  gallstone  surface  to  form  liquid  crystal- 
line vesicles,  which  are  then  excreted  into  the  bile.8 
UDCA  is  effective  in  lower  doses  than  CDCA  and 
causes  fewer  side  effects.  However,  efficacy  and 
limitations  are  otherwise  identical  to  those  of 
CDCA.9 

A number  of  other  bile  acids  and  bile  acid  ana- 
logues are  currently  being  screened  for  gallstone- 
dissolving potential.  The  “ideal”  agent  should  be 
effective  in  the  majority  of  patients,  work  within 
days  to  weeks,  and  produce  no  side  effects.  While  it 
is  unlikely  that  any  drug  will  permanently  change 
the  cholesterol  saturation  characteristics  of  hepatic 
bile,  an  agent  which  dissolves  stones  within  weeks 
might  be  quite  satisfactory.  The  inevitable  recur- 
rence of  gallstones  may  not  be  an  important  prob- 
lem clinically  as  gallstone  growth  is  a relatively 
slow  process  and  occasional  or  intermittent  therapy 
might  be  quite  sufficient  to  prevent  symptoms  or 
complications  from  developing. 

Invasive  Dissolution  and  Lithotripsy 

Two  exciting  new  alternative  methods  for  medi- 
cal elimination  of  gallstones  are  currently  being 
tested.  Thistle  et  al10  recently  pioneered  dissolution 
of  cholesterol  stones  using  the  organic  solvent 
methyl  tertiary  butyl  ether  (MTBE).  Although  inva- 
sive, this  approach  is  very  appealing  because  disso- 
lution occurs  within  hours  with  no  apparent  side 
effects.  The  solvent  is  instilled  directly  into  the 
gallbladder  by  a percutaneous  transhepatic  cathe- 
ter, generally  with  very  little  discomfort  to  the 
patient.  Irrigation  of  the  gallbladder  with  MTBE  is 
necessary  until  gallstone  dissolution  is  completed, 
usually  within  6-12  hours.  As  with  other  modalities 
of  medical  therapy,  gallstone  recurrence  remains  a 
problem.  Nevertheless,  this  experimental  treatment 
is  quite  promising.  A clinical  trial  of  MTBE  gall- 
stone dissolution  will  begin  soon  at  the  Medical 
College  of  Virginia. 

Extracorporeal  shock  wave  lithotripsy  (ESWL)  is 
the  newest  development  in  this  field.  The  patient  is 
immersed  to  the  neck  in  water;  shock  waves  then 
are  generated  by  an  underwater  electrical  spark 
discharge  and  are  focused  on  stones  to  pulverize 
them  in  situ.  ESWL  has  already  gained  wide  accep- 
tance in  treatment  of  urinary  tract  calculi,  and  a 
modified  device  has  recently  been  successful  in 


destroying  gallstones  in  the  gallbladder.11  After 
cholelithotripsy,  CDCA  or  UDCA  are  given  for  six 
months  to  complete  dissolution  of  stone  fragments. 
Trauma  to  adjacent  structures  such  as  lung  or  liver 
can  occur  during  ESWL;  also,  biliary  colic  and 
pancreatitis  resulting  from  passage  of  gallstone  frag- 
ments through  the  ampulla  have  been  reported.  The 
cost  of  an  ESWL  machine  exceeds  $1  million,  and 
different  equipment  is  needed  for  treatment  of  uri- 
nary and  biliary  stones.  Because  of  these  limita- 
tions, ESWL  will  remain  an  experimental  technique 
limited  to  research  centers  for  the  foreseeable  fu- 
ture. 

Asymptomatic  Gallstones 

Not  all  gallstones  require  treatment.  Two  recent 
prospective  studies  have  concluded  that  individuals 
found  to  have  asymptomatic  or  minimally  symp- 
tomatic gallstones  often  do  well  for  many  years; 
although  surgery  is  precipitated  in  \%-2%  per  year 
by  the  development  of  pain  or  complications,  the  risk 
of  this  expectant  approach  appears  minimal.12,13  In 
fact,  cost-benefit  analysis  suggests  that  the  loss  of 
life  to  be  expected  from  routine  cholecystectomy  in 
patients  with  asymptomatic  gallstones  would  ex- 
ceed the  loss  of  life  from  complications  of  gallstone 
disease.14 

Recommendations 

Given  our  current  knowledge  and  therapeutic 
options,  we  would  recommend  the  following  ap- 
proach to  the  problem  of  gallstones: 

1)  Asymptomatic  gallstones  do  not  require  any 
medical  or  sugical  therapy. 

2)  Patients  with  frequent  biliary  colic  or  compli- 
cated gallstone  disease  should  undergo  chole- 
cystectomy. 

3)  Gallstones  associated  with  mild  or  equivocal 
symptoms  should  be  managed  by  cholecystec- 
tomy in  the  young,  healthy  patient. 

4)  Mild  or  equivocal  gallstone  symptoms  affect- 
ing patients  at  high  risk  surgically  (elderly 
subjects  or  patients  with  concurrent  disease) 
or  healthy  patients  who  refuse  surgery  pose  a 
therapeutic  dilemma.  For  these  individuals, 
medical  dissolution  of  gallstones  with  CDCA 
or  UDCA  would  be  a reasonable  option  to 
consider,  especially  if  oral  cholecystography 
reveals  a functioning  gallbladder  with  small, 
faceted  and/or  floating  stones  (less  than  1 .5  cm 
in  size).  Medical  therapy  with  CDCA  (15  mg/ 
kg  per  day  administered  as  a single  bedtime 
dose)  should  result  in  up  to  60%-70%  complete 
dissolution  within  a year.  Liver  function  tests 
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should  be  followed  at  monthly  intervals  for  the 
first  four  months  of  therapy.  Restriction  of 
dietary  cholesterol  is  also  advisable. 

5)  MTBE  solvent  dissolution  and  extracorporeal 
shock  wave  lithotripsy  show  promise,  but 
their  effectiveness  and  safety  are  still  unprov- 
en. Their  use  should  be  confined  to  experi- 
mental protocols  in  academic  centers  for  the 
time  being. 
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Progress  in 
Viral  Hepatitis: 
A Review 

Harold  J.  Fallon,  MD, 
Richmond,  Virginia 


Diagnosis  of  both  A and  B hepatitis 
infections  are  now  precise,  and  in  the  latter 
type,  evidence  for  chronicity  and  degree  of 
transmission  risk  can  now  be  demonstrat- 
ed. Vaccine  Development  for  the  A type  is 
underway;  the  vaccine  against  the  B infec- 
tion now  in  use  is  proving  highly  effective 
and  safe.  Newly  recognized  is  a lethal 
Delta  virus  super-infection  occurring  in  pa- 
tients with  acute  and  chronic  hepatitis  B. 


During  the  past  decade  there  have  been  dra- 
matic advances  in  understanding  the  clinical 
course,  etiologic  agents,  and  pathophysiology  of 
viral  hepatitis.  Several  viruses,  including  cytomega- 
lovirus, Epstein  Barr  virus,  measles,  and  others, 
may  cause  hepatocellular  injury  or  hepatitis;  how- 
ever, this  review  is  concerned  with  infections 
caused  by  the  more  traditional  hepatitis  viruses. 

Two  dramatically  different  agents  have  been 
identified  as  the  cause  of  viral  hepatitis  A (infec- 
tious hepatitis)  and  viral  hepatitis  B (serum  hepati- 
tis). Also,  it  is  clear  that  one  or  more  additional 
agents  exist  which  cause  a closely  related  clinical 
disease,  currently  called  “non- A,  non-B  hepatitis.” 
This  review  will  briefly  consider  each  of  these 
forms  of  hepatitis,  their  clinical  manifestations, 
diagnosis,  and  prognosis. 

Viral  Hepatitis  A 

The  hepatitis  A virus  is  an  RNA  virus  that  most 
commonly  infects  man  after  oral  ingestion  of  con- 
taminated food  or  water.  The  initial  infection  is 
gastrointestinal,  resulting  in  local  proliferation  of 
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the  virus  and  significant  viral  shedding  in  stool. 
During  this  phase  of  the  illness,  patients  are  entirely 
asymptomatic,  yet  highly  infectious.  Fecal-oral 
transmission  of  the  disease  is  virtually  uniform  in 
underdeveloped  areas  of  the  world  where  fecal 
contamination  of  food  and  water  supplies  is  com- 
mon. Young  adults  have  evidence  of  prior  hepatitis 
A infection  in  most  third-world  countries.  In  con- 
trast, in  Western  countries  hepatitis  A is  predomi- 
nantly a disease  of  adults  and  is  frequently  associat- 
ed with  foreign  travel,  contact  with  infected 
children,  or  sexual  exposure.  All  sexually  promis- 
cuous groups  have  an  enhanced  risk  of  infection, 
though  the  male  homosexual  population  seems  to 
be  at  special  risk.  In  the  United  States,  approxi- 
mately 50%  of  the  population  demonstrate  prior 
exposure  to  hepatitis  A infection.  The  incidence  is 
higher  for  indigent  urban  populations.  In  addition  to 
sporadic  outbreaks  of  hepatitis  A related  to  the 
factors  listed  above,  occasional  epidemics  of  hepa- 
titis A still  occur  from  contaminated  water  sources 
or  contaminated  raw  seafood. 

The  incubation  period  for  hepatitis  A infection  is 
approximately  2-12  weeks.  The  onset  of  clinical 
disease  is  manifested  by  malaise,  fatigue,  anorexia, 
and  myalgias.  In  some  cases,  jaundice  appears  3-5 
days  following  the  onset  of  these  symptoms.  It  is 
thought  that  the  majority  of  cases  of  hepatitis  A are 
anicteric  and  many  of  these  are  probably  misdiag- 
nosed. Shortly  after  the  onset  of  symptoms,  viral 
shedding  in  the  stool  decreases  and  patients  become 
less  infectious.  Non-immune  household  or  sexual 
contacts  during  the  incubation  period  are  at  high 
risk  for  secondary  infection  by  the  virus.  Hepatitis 
A infection  is  usually  a brief  illness  that  lasts  ten 
days  to  two  weeks.  During  the  early  phase  of  the 
clinical  illness,  transaminase  elevations  are  remark- 
ably high  (500-3,000  units)  and  other  liver  function 
tests  are  variably  abnormal. 

Rarely,  hepatitis  A may  present  with  a fulminant 
course  leading  to  hepatic  encephalopathy  and 
death.  Although  this  occurs  in  much  less  than  one 
percent  of  those  infected,  hepatitis  A accounts  for 
5%-10%  of  the  fulminant  hepatitis  in  this  country. 
There  is  no  clearly  understood  mechanism  for  this 
rare  and  fatal  form  of  hepatitis  A infection.  In 
addition,  an  occasional  patient  will  develop  aplastic 
anemia  during  the  recovery  phase  from  hepatitis  A 
infection.  This  is  almost  uniformly  fatal.  Again  this 
rare  complication  remains  unexplained.  Fortunate- 
ly, hepatitis  A infection  does  not  cause  chronic 
active  hepatitis  or  cirrhosis,  and  except  for  the 
patients  with  fulminant  disease  or  aplastic  anemia, 
there  is  no  mortality  associated  with  hepatitis  A. 


The  diagnosis  of  hepatitis  A is  now  simple  and 
unequivocal.  Antibody  to  hepatitis  A virus  is  de- 
tectable early  in  the  course  of  the  disease  and 
during  the  first  several  weeks  is  almost  entirely  of 
the  IgM  antibody  type.  Later,  in  convalescence,  the 
IgM  antibody  begins  to  decrease  and  IgG  antibody 
appears.  Thus  acute  hepatitis  in  the  setting  of  a high 
titer  of  IgM  antibody  is  highly  suggestive  of  acute 
hepatitis  A infection,  whereas  the  presence  of  IgG 
antibody  during  an  acute  illness  is  indicative  of 
earlier  infection  and  virtually  excludes  the  possibili- 
ty that  the  current  illness  is  related  to  hepatitis  A. 

Precise  definition  of  the  type  of  hepatitis  is  impor- 
tant because  the  prognosis  and  outlook  is  different 
for  each  form  of  viral  hepatitis,  and  treatment  of 
household  and  sexual  contacts  varies.  In  the  case  of 
hepatitis  A infection,  all  close  contacts  should  re- 
ceive immune  serum  globulin  (gamma  globulin)  to 
protect  them  from  secondary  infection.  All  house- 
hold and  sexual  contacts  should  be  included  in  this 
prophylactic  treatment.  Since  there  is  some  evi- 
dence that  the  severity  and  morbidity  of  the  disease 
is  greater  in  older  populations,  it  is  especially 
important  to  treat  elderly  household  contacts  with 
immune  serum  globulin  as  soon  as  possible. 

Since  hepatitis  A virus  has  been  identified  and 
much  is  known  of  its  structure,  it  is  not  surprising 
that  vaccine  development  is  underway.  Early  vacci- 
nation would  be  the  only  mechanism  to  prevent 
widespread  infection  with  this  virus  in  the  Third 
World.  If  effective,  safe,  and  inexpensive  vaccines 
can  be  developed,  it  is  likely  that  this  disease  will 
eventually  be  eradicated. 

Hepatitis  B 

The  hepatitis  B virus  is  a DNA  virus.  Much  is 
now  known  about  its  structure,  including  the  molec- 
ular configuration  of  its  core  and  surface  coat. 
These  developments  have  been  very  rapid  since  the 
discovery  of  Australia  antigen  in  the  1960s.  The 
Australia  antigen  is  hepatitis  B viral  coat  protein 
found  in  blood  and  other  fluids.  Although  it  does 
not  represent  complete  virus,  it  has  been  an  ex- 
tremely useful  marker  for  the  presence  of  infection 
and  has  resulted  in  dramatic  developments  in  un- 
derstanding the  nature  of  this  disease,  the  immuno- 
logic responses  to  the  infection,  and  opportunities 
for  prevention. 

Clinically,  hepatitis  B infection  tends  to  be  more 
severe  than  hepatitis  A.  It  is  usually  transmitted  by 
exposure  to  contaminated  blood  or  blood  products 
or  during  sexual  activity.  In  some  areas  of  the 
world,  transmission  from  mother  to  infant,  either  in 
utero  or  after  delivery,  accounts  for  the  high  en- 


VOLUME  113 


VIRGINIA  MEDICAL/DECEMBER  1986 


729 


demic  incidence  of  the  disease.  This  is  especially 
true  in  Central  Africa  and  Eastern  Asia  but  also 
occurs  less  commonly  in  North  America  and  Eu- 
rope. In  the  United  States,  screening  of  all  blood 
and  blood  products  has  dramatically  reduced  acci- 
dental infection  of  hospitalized  patients.  Currently, 
transmission  by  sexual  exposure  to  infected  individ- 
uals and  by  the  use  of  contaminated  needles  during 
illicit  drug  injection  accounts  for  the  largest  number 
of  infected  cases.  Although  blood  is  clearly  the 
most  highly  infectious  vehicle  for  transmission  of 
this  disease,  the  virus  has  been  identified  in  much 
smaller  quantities  in  other  bodily  fluids,  including 
semen.  Nonetheless,  it  is  thought  that  cross  con- 
tamination with  blood  may  account  for  most  of  the 
cases  of  sexual  transmission  of  this  disease. 

Evidence  of  prior  infection  in  the  American  popu- 
lation varies  by  geographical  area  and  lifestyle.  In 
rural  areas,  only  5%-10%  of  the  population  has 
evidence  of  prior  infection  with  hepatitis  B.  Among 
urban  homosexuals,  the  incidence  is  often  well  in 
excess  of  60%.  Health  care  workers,  morticians, 
dentists,  and  other  professional  groups  who  have 
exposure  to  blood  or  contaminated  individuals  have 
intermediate  evidence  of  exposure.  It  is  now  esti- 
mated that  hepatitis  B is  responsible  for  approxi- 
mately half  of  the  total  cases  of  hepatitis  in  the 
United  States. 

Although  the  onset  of  hepatitis  B clinically  re- 
sembles hepatitis  A infection,  symptoms  of  rash, 
urticaria,  arthralgia,  and  frank  arthritis  are  clearly 
more  common.  Many  cases  are  subclinical  or 
asymptomatic,  but  the  frequency  of  symptomatic 
disease  is  higher  than  in  hepatitis  A infection.  The 
disease  usually  lasts  two  weeks  to  several  months 
and  relapses  are  not  uncommon.  Liver  function 
changes  resemble  those  seen  in  acute  viral  hepatitis 
A.  Fulminant  hepatitis  B also  occurs  and  has  a very 
high  mortality.  More  than  one-third  of  the  cases  of 
fulminant  hepatitis  are  attributable  to  hepatitis  B. 

In  marked  contrast  to  hepatitis  A infection,  some 
10%  of  patients  who  have  had  acute  hepatitis  B will 
develop  chronic  infection  with  the  virus.  Of  this 
group,  approximately  half  show  chronic  active  hep- 
atitis and  many  will  develop  cirrhosis.  In  addition, 
longstanding  chronic  infection  with  hepatitis  B is  a 
recognized  precursor  of  hepatocellular  carcinoma. 
Hepatitis  B infection  may  be  the  primary  risk  factor 
for  this  disease.  The  extremely  high  incidence  of 
hepatocellular  carcinoma  in  Asia  and  Africa  has 
been  attributed  to  the  high  incidence  of  chronic 
carriers  of  hepatitis  B in  these  areas.  Even  in  the 
United  States,  it  is  suspected  that  many  cases  of 
hepatocellular  carcinoma  in  alcoholics  result  from 


prior  infection  with  hepatitis  B combined  with  alco- 
hol or  other  chemicals.  The  integration  of  hepatitis 
B genome  into  host  liver  DNA  provides  an  opportu- 
nity for  the  development  of  hepatocellular  carcino- 
ma. This  may  rarely  occur  following  a self-limited 
acute  infection,  but  is  much  more  common  in  those 
who  have  chronic  active  hepatitis  or  other  evidence 
of  chronic  hepatitis  B infection.  Thus,  hepatitis  B is 
associated  with  a significant  incidence  of  fulminant 
disease,  a much  higher  morbidity  in  acute  illness, 
and  a significant  incidence  of  cirrhosis  and  carcino- 
ma. 

Precise  diagnosis  of  hepatitis  B infection  is  cur- 
rently available.  One  of  the  earliest  immunologic 
changes  seen  in  hepatitis  B infection  is  the  appear- 
ance of  hepatitis  B surface  antigen  (HBSAG)  in  the 
serum.  This  antigen  was  known  as  Australia  antigen 
and  is  a direct  measure  of  excess  circulating  hepati- 
tis B coat  protein.  Although  the  coat  protein  is 
produced  in  great  excess,  intact  viral  particles  also 
are  present  in  the  serum  during  this  early  phase  of 
infection.  Antibody  appears  to  the  core  antigen 
(HBcAb)  of  hepatitis  B shortly  after  the  appearance 
of  HBsAg.  Its  initial  appearance  is  almost  always 
indicative  of  a highly  infectious  patient.  During  the 
early  phase  of  infection,  the  HBcAb  is  IgM  in  type. 
As  with  hepatitis  A infection,  IgM  antibody  implies 
acute  and  current  infection,  whereas  later  in  recov- 
ery, the  HBcAb  tends  to  be  IgG  in  type.  During 
recovery,  approximately  8-20  weeks  after  the  onset 
of  infection,  hepatitis  B surface  antibody  (HBsAb) 
appears.  Its  appearance  usually  heralds  dramatic 
improvement  in  clinical  features,  laboratory  abnor- 
malities, and  a disappearance  of  the  infectious 
state.  At  this  time,  HBsAg  usually  disappears  from 
the  serum.  Both  antibodies  (HBsAb  and  HBcAb) 
may  persist  for  years  to  decades. 

In  those  situations  in  which  HBsAb  does  not 
appear,  there  is  usually  persistance  of  the  surface 
antigen  and  the  IgG  core  antibody,  indicative  of 
continued  viral  replication  and  a high  risk  for  devel- 
opment of  chronic  active  hepatitis,  cirrhosis,  and 
hepatocellular  carcinoma. 

Another  serological  system  which  is  useful  in  the 
diagnosis  of  acute  or  chronic  hepatitis  B infection  is 
the  “e”  antigen  and  antibody  system.  This  antigen 
is  closely  related  to  the  presence  of  circulating 
intact  hepatitis  B particles  in  the  serum.  The  pres- 
ence of  e antigen  is  detected  very  early  in  acute 
infections  and  often  before  the  onset  of  symptoms. 
Disappearance  of  e antigen  marks  improvement  in 
the  clinical  course,  especially  when  accompanied 
by  the  appearance  of  e antibody.  In  those  who 
develop  chronic  infection,  the  presence  of  e antigen 
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indicates  a very  high  risk  for  infectivity,  whereas  its 
absence  considerably  lowers  the  risk.  Also,  in 
chronic  cases  the  appearance  of  e antibody  often 
precedes  remission  in  the  disease. 

These  widely  available  tests  provide  physicians 
with  clear-cut  diagnostic  information  regarding  hep- 
atitis B infection  and  also  provide  clear  evidence  for 
continued  chronic  infection  and  the  degree  of  risk  in 
transmission  of  the  disease.  New  experimental 
markers  of  the  disease,  including  hepatitis  B-DNA 
probes,  should  be  available  in  the  near  future, 
which  may  permit  even  greater  precision  in  diagno- 
sis. 

Once  infection  has  occurred,  treatment  is  largely 
supportive.  Careful  observation  for  the  develop- 
ment of  chronic  infection  and  chronic  active  hepati- 
tis is  important.  At  the  present  time,  there  is  no 
available  treatment  that  will  prevent  the  develop- 
ment of  chronic  hepatitis  among  patients  exposed  to 
the  disease.  Unfortunately,  the  development  of 
chronic  disease  seems  to  be  more  common  in  the 
elderly  population,  and  much  of  the  cirrhosis  and 
hepatocellular  carcinoma  among  such  individuals 
may  be  attributable  to  infection  during  the  era  when 
blood  transfusions  were  a major  source  of  infection. 
Fortunately,  careful  screening  of  all  bood  products 
has  virtually  eliminated  this  source  of  infection  for 
patients  undergoing  hospitalization  and  blood  trans- 
fusion. 

Current  concepts  suggest  that  acute  viral  hepati- 
tis, regardless  of  cause,  is  an  immunologic  response 
to  infection  with  the  virus.  Apparently,  infected 
hepatocytes  are  attacked  by  the  host  through  a 
variety  of  immunologic  reactions.  The  result  is 
destruction  of  infected  hepatocytes  and  eventual 
eradication  of  the  disease.  It  is  thought  that  those 
who  develop  chronic  infection  do  not  mount  a 
completely  effective  immunologic  response,  result- 
ing in  only  partial  eradication  of  infected  hepato- 
cytes and  continued  reinfection  of  new  hepato- 
cytes. There  is  much  experimental  data  which 
supports  this  theory,  although  it  is  not  completely 
proven.  The  implications  for  those  who  are  immu- 
nosuppressed  on  the  basis  of  age,  coincidental 
disease,  or  drug  treatment  is  clear.  Such  individuals 
may  develop  a much  milder  acute  disease  but  carry 
a higher  risk  of  chronic  infection. 

Another  development  in  understanding  both  hep- 
atitis B infection  and  chronic  active  hepatitis  has 
been  recognition  of  the  so-called  “Delta”  virus. 
The  Delta  virus  is  an  incomplete  viral  form  which 
requires  hepatitis  B surface  protein  (HBsAg)  for  full 
expression.  This  agent  infects  only  individuals  who 
are  hepatitis  B carriers  and  have  HBsAg  in  their 


blood.  In  such  patients,  acute  flare-up  of  the  dis- 
ease, with  severe  deterioration  and  sometimes 
death,  accompanies  Delta  virus  super-infection. 
During  this  time,  markers  for  hepatitis  B infection 
may  actually  disappear  or  be  less  prominent.  How- 
ever, immunologic  testing  for  Delta  virus  is  avail- 
able and  allows  recognition  of  this  disorder.  Al- 
though Delta  infection  is  widespread  in  the 
Mediterranean  area,  it  is  limited  almost  exclusively 
to  intravenous  drug  abusers  in  the  United  States.  In 
view  of  the  substantial  reservoir  of  chronic  carriers 
of  hepatitis  B,  it  is  likely  that  Delta  infection  will 
become  more  prominent  in  this  country  in  future. 

Fortunately,  the  dramatic  research  advances  in 
the  field  of  hepatitis  B infection  have  resulted  in  the 
development  of  one  of  the  most  highly  effective  and 
safe  vaccines  available  in  medical  practice.  Cur- 
rently, the  hepatitis  B vaccine  is  produced  from 
antigens  derived  from  human  sources.  However,  a 
new  recombinant  DNA  vaccine  was  recently  ap- 
proved by  the  Federal  Drug  Administration.  The 
latter  has  the  merit  of  reduced  costs  and  a more 
secure  long-term  supply  of  vaccine  material.  Both 
vaccines  seem  to  be  safe  and  do  not  transmit  any 
other  infections  while  producing  antibody  to  the 
surface  antigen  in  most  vaccine  recipients.  Current- 
ly it  is  recommended  that  all  individuals  who  are  in 
risk  groups  for  the  development  of  hepatitis  B 
infection  receive  vaccination.  These  include  all 
health  care  workers  who  are  exposed  to  blood  or 
blood  products,  patients  who  may  become  immuno- 
suppressed,  and  such  high-risk  groups  as  male 
homosexuals,  sexually  promiscuous  heterosexuals, 
and  intravenous  drug  abusers.  Although  immuno- 
suppressed  patients,  such  as  dialysis  patients  or 
those  with  malignant  or  other  chronic  diseases, 
respond  poorly  to  the  vaccine,  it  should  be  offered 
to  them  in  view  of  the  high  risk  of  infection  and  the 
poor  immunologic  response  in  such  individuals. 
Most  patients  with  normal  immunologic  mecha- 
nisms will  respond  to  three  doses  of  vaccine  given 
over  a six-month  period.  For  the  elderly  and  the 
immunosuppressed,  additional  doses  may  be  neces- 
sary. The  appearance  of  hepatitis  B surface  antibody 
marks  effective  vaccination.  It  is  estimated  that 
95%-98%  of  normal  adults  will  develop  the  anti- 
body. It  is  important  to  note  that  there  is  no  risk  of 
transmission  of  other  agents,  such  as  AIDS  virus, 
with  either  vaccine.  This  risk  has  been  excluded  by 
numerous  tests  and  observations  over  the  past  five 
years. 

Non-A,  Non-B  Hepatitis 

There  remain  additional  forms  of  viral  hepatitis 
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which  are  not  currently  identifiable.  At  least  two 
such  viruses  exist,  one  which  causes  an  infection 
closely  resembling  hepatitis  A infection  and  another 
with  a longer  incubation  period.  These  diseases  are 
clearly  transmitted  by  blood  transfusion  and  may 
also  be  acquired  in  epidemic  or  sporadic  exposures. 
Some  20%-40%  of  the  sporadic  acute  viral  hepatitis 
in  this  country  is  caused  by  non- A,  non-B  agents. 
However,  well  over  90%  of  post-transfusion  hepati- 
tis is  due  to  non- A,  non-B  hepatitis.  The  disease 
resembles  hepatitis  A or  B infection,  although  there 
are  some  variations.  The  acute  infection  may  be 
very  prolonged  and  there  are  frequently  relapses 
and  remissions  over  a period  of  weeks  to  months. 
For  most  patients,  the  symptoms  are  mild  and  liver 
function  abnormalities  may  be  the  major  manifesta- 
tion of  the  disease.  Unfortunately,  a high  percent- 
age of  patients  develop  chronic  hepatitis  following 
this  type  of  infection.  It  is  estimated  that  over  50% 
of  patients  who  acquire  non-A,  non-B  hepatitis  after 
transfusion  develop  chronic  hepatitis.  Most  of  these 
cases  are  chronic  persistent  hepatitis,  a mild  disease 
with  no  known  long-term  permanent  liver  injury. 
However,  a substantial  minority  develop  chronic 
active  hepatitis,  cirrhosis,  and  a rapidly  progressive 
course.  Treatment  of  the  latter  patients  is  most 
unsatisfactory;  corticosteroids  are  usually  not  effec- 
tive. 

Until  screening  tests  are  available  to  identify 
these  hepatitis  viruses,  it  is  unlikely  that  the  blood 
supply  will  be  entirely  safe  and  physicians  will 
continue  to  face  the  problem  of  non-A,  non-B 
hepatitis  appearing  in  patients  who  have  received 
transfusions  or  other  blood  products. 

Since  the  virus  has  not  been  identified,  there  are 
no  available  vaccines  at  present  and  screening 
procedures  are  inadequate  to  protect  the  blood 
supply  from  this  infection. 

Finally,  it  should  be  mentioned  that  hepatic  trans- 
plantation is  a potential  form  of  treatment  for  those 
with  chronic  non-A,  non-B  infection  and  severe 
cirrhosis  as  well  as  those  with  cirrhosis  secondary 
to  hepatitis  B infection.  If  such  patients  are  in 
otherwise  good  health  and  are  transplantation  can- 
didates, rapidly  progressive  or  end-stage  disease 
may  be  treated  in  this  fashion.  Those  with  hepatitis 
B infection  present  special  problems  because  of  the 
frequent  recurrence  of  the  infection  following  trans- 
plantation. However,  experimental  efforts  with  vac- 
cine and  hyperimmune  globulin  may  permit  trans- 
plantation without  such  reinfection.  Currently,  this 
is  the  only  form  of  therapy  which  is  known  to  be 
effective  for  patients  with  severe  end-stage  liver 
disease  secondary  to  hepatitis  infections. 


Endoscopic  Treatment 
of  Biliary  Tract 
Disease 

D.  M.  Switz,  MD,  A.  M.  Zfass,  MD, 
and  D.  M.  Heuman,  MD, 
Richmond , Virginia 


In  850  cases  at  two  teaching  hospitals, 
endoscopic  retrograde  cholangiography 
proved  both  low  in  risk  and  high  in  effec- 
tiveness. It  was  additionally  welcome,  in 
this  DRG  era,  because  of  its  inexpensive- 
ness. For  older  persons  with  such  prob- 
lems as  jaundice  or  gallstones,  it  was  found 
to  have  especially  rewarding  results. 


Endoscopic  retrograde  injection  techniques  are 
now  recognized  as  providing  the  best  images  of 
the  biliary  tree  and  pancreatic  duct.  Recently,  endo- 
scopic retrograde  sphincterotomy  (ERSx)  has  sim- 
plified the  management  of  common  duct  stones.  It 
is  replacing  surgical  exploration  of  the  common 
duct  and  is  routine  at  major  medical  centers  as  well 
as  in  some  community  hospitals. 

We  discuss  our  experience  in  850  cases  of  endo- 
scopic retrograde  cholangiography  (ERCP)  and  51 
sphincterotomies. 

Endoscopic  Retrograde  Cholangiography 

Today  the  physician  can  visualize  the  biliary 
tree  by  injecting  dye  either  retrograde  or  ante- 
grade through  the  liver.  The  endoscopic  approach, 
endoscopic  retrograde  cholangiopancreatography 
(ERCP),  was  pioneered  by  the  Japanese  in  19681 
and  built  upon  the  development  of  fiberoptic  instru- 
ments that  appeared  in  the  mid-1950s.2  The  ante- 
grade approach,  percutaneous  transhepatic  cholan- 
giography (PTC),  was  developed  in  1937  and 
improved  by  Okuda’s  “skinny  needle”  in  1974. 3 

From  the  Department  of  Internal  Medicine,  Division  of 
Gastroenterology,  Medical  College  of  Virginia/Virginia 
Commonwealth  University.  Address  correspondence  to 
Dr.  Switz  at  Box  711,  MCV  Station,  Richmond  VA 
23298. 
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However,  physicians  began  to  recognize  that  the 
risk  of  diagnostic  “skinny-needle”  PTC  was  much 
higher  than  that  of  ERCP.  Zimmon4  reported  mor- 
tality fourfold  higher  (0.9%  for  PTC  vs.  0.2%  for 
ERCP)  and  the  risk  of  sepsis  twofold  higher.  Bile 
leaks  did  not  occur  in  a series  of  over  1,000  ERCPs 
although  they  did  after  PTC.  Cotton  and  his  group5 
had  a similar  experience  in  a randomized  prospec- 
tive study  of  diagnostic  biliary  endoscopy  at  the 
Middlesex  Hospital  in  London.  Hence  in  conjunc- 
tion with  its  use  for  pancreatic  diagnosis,  the  less 
risky  modality  of  ERCP  is  becoming  more  impor- 
tant as  a way  to  safely  visualize  and  treat  diseases 
of  the  biliary  tree  and  pancreatic  duct. 

The  advent  of  a new  generation  of  special  endo- 
scopes in  1980  greatly  facilitated  injection  of  the 
biliary  tree,  and  the  use  of  ERCP  has  risen  at  a rapid 
rate  since  then  (Fig.  1).  About  150  ERCPs  were 
performed  at  the  Medical  College  of  Virginia  from 
1974-1979,  but  422  have  been  performed  at  MCV 
during  1980-1985,  with  an  additional  281  at  the 
McGuire  Veterans  Administration  Hospital. 

ERCPs  are  not  simple  to  perform.  The  complex- 
ity of  the  new  equipment  and  procedures  requires  a 
team  effort  by  especially  trained  nurses,  radiolo- 
gists, and  gastroenterologists.  At  MCV,  the  gastro- 
enterologists who  perform  the  procedure  have  had 
extensive  periods  of  preceptorship  with  experts  in 
New  York,  Boston,  and  London;  even  so,  a second 
faculty  member  was  needed  for  assistance  in  79  of 
310  cases  (25%).  Fellows  were  taught  on  over  65% 
of  cases. 

The  average  overall  success  at  obtaining  the 
information  desired  from  the  study  (duct  of  choice, 
etc.)  has  been  80.0%  +/-  7.4%  for  over  six  years 
(1978-1984).  During  1984-1985,  183  procedures  were 
carried  out  at  MCV  with  a success  rate  of  80.3% 
(114/142)  at  cannulating  the  common  bile  duct  and 
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Fig.  1.  Endoscopic  Retrograde  Cholangiography  at  the 
Medical  College  of  Virginia  (MCV)  and  McGuire  Veterans 
Administration  Hospitals  (VAH)  1974-1985. 


Table  1.  Outcomes  of  Cannulation  of  Common  Bile  Duct  at 
Medical  College  of  Virginia  1984-1985. 


Situation 

Success 

Failure 

Common  bile  duct 

80.3%  (114/142) 

Duodenal  diverticulum 

5 

Mass/other  distortion 

4 

Stone  impaction 

1 

Billroth  II  stenosis 

1 

Other/no  recorded  data 

7 

Pancreatic  duct 

94.2%  (98/104) 

For  stone 

86.0% 

Deformity  cases  omitted 

92.0% 

94.2%  (98/104)  for  the  pancreatic  duct.  It  should  be 
noted  that  these  figures  were  achieved  on  a case 
mix  that  included  a substantial  group  of  patients 
referred  for  restudy  when  a previous  examiner  had 
failed  to  achieve  cannulation  (Table  1). 

In  the  era  of  therapeutic  biliary  endoscopy,  free 
cannulation  of  the  common  bile  duct  is  essential. 
During  1984-1985,  endoscopy  seeking  biliary  stones 
was  performed  in  56  cases  with  an  86%  cannulation 
success  rate.  Stones  were  confirmed  in  27  (56%). 
The  ducts  of  17  (35%)  patients  were  stone-free. 

In  defining  biliary  anatomy  in  an  additional  36 
cases,  the  success  rate  was  72%.  Normal  ducts 
were  seen  and  no  stones  were  found  in  16  (62%)  of 
cases.  Of  our  overall  ERCP  results,  33.1%  were 
normal  even  in  a tertiary  environment  such  as  the 
Medical  College  of  Virginia. 

The  92  biliary  cases  comprise  50%  of  our  case- 
load during  the  1984-1985  period  and  are  the  most 
common  indication  for  examination,  with  definition 
of  pancreatic  duct  anatomy  second,  pancreatitis 
third,  and  explanation  of  obscure  abdominal  pain 
fourth. 

The  causes  of  failure  to  cannulate  the  biliary  tree 
are  the  same  as  those  published  elsewhere  (Table 
1).  If  the  cases  of  ampullary  deformity  are  omitted, 
the  success  rate  for  each  duct  rises  to  over  90%. 

Endoscopic  Sphincterotomy 

Our  combined  total  experience  with  biliary  stone 
includes,  at  MCV,  ten  cases  pre-1984  and  27  cases 
(1984-1985)  and,  at  the  McGuire  VA  Hospital,  14 
cases,  for  a total  of  51  cases.  Of  the  27  cases  of 
biliary  stone  at  MCV  in  1984-1985,  21  were  treated 
with  biliary  sphincterotomy.  Balloons  and  baskets 
were  used  to  remove  stones  in  12  of  these  cases. 
Recent  followup  inquiries  indicate  that  all  patients 
remained  stone-and  symptom-free  for  up  to  four 
years. 

There  has  been  no  30-day  mortality.  One  patient 
died  two  months  after  ERSx  of  underlying  conges- 
tive failure  following  sphincterotomy-associated 
pancreatitis  and  abscess.  The  death  occurred  early 
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in  the  experience. 

There  have  been  two  episodes  of  hemorrhage. 
One  occurred  during  sphincterotomy  and  was  suc- 
cessfully controlled  at  surgery.  The  second  oc- 
curred several  days  after  sphincterotomy  when  the 
patient  resumed  chronic  aspirin  therapy.  Thus  the 
morbidity  rate  is  4%  (2/51),  and  the  mortality  rate  is 
2%  (1/51). 

There  was  only  one  episode  of  pancreatic  abscess 
in  318  pancreatic  duct  injections  during  1978-1985 
(0.3%).  Although  occasional  elevations  of  amylase 
occur  after  pancreatic  duct  injections,  there  were 
only  four  episodes  of  pancreatitis  (1.3%),  all  resolv- 
ing with  medical  management.  Such  elevations 
have  been  less  common  in  recent  years  as  we  have 
decreased  the  number  of  times  the  duct  is  injected. 

Discussion 

Why  should  we  use  biliary  endoscopy?  In  this  era 
of  diagnosis-related  groups  (DRGs),  we  must  be 
very  thoughtful  about  cost-containment.  Through 
DRGs,  Medicare  expects  only  a single  diagnostic- 
therapeutic  procedure  per  hospitalization.  For  the 
older  person  with  jaundice,  gallstones,  etc.,  ERCP 
with  common  bile  duct  injection  and  possible  biliary 
sphincterotomy  is  ideal,  since  this  entails  a single 
procedure  that  is  less  expensive  and  invasive  yet  is 
as  effective  as  percutaneous  transhepatic  cholangi- 
ography or  CT  scan  and  subsequent  major  biliary 
operation. 

The  30-day  mortality  of  surgical  exploration  of  a 
common  bile  duct  is  1.5%  in  patients  under  age  60; 
over  that  age  the  rate  triples  to  5%.  Approximately 
40%  of  patients  believed  to  have  common  bile  duct 
stones  in  fact  have  normal  studies.  To  submit 
patients  to  a mortal  risk  with  less  than  a 60%  chance 
of  even  finding  a lesion  is  unnecessary  in  1986. 

The  comparable  mortality  for  endoscopic  sphinc- 
terotomy is  1%.  Patients  can  leave  the  hospital  in 
two  days,  not  two  weeks.  There  is  no  post-proce- 
dure disability.  Instead  of  using  eight  days  of  hospi- 
tal time,  three  hours  of  operating  room  time,  recov- 
ery room  charges  and  ancillary  issues,  the  cost  to 
the  hospital  (and  all  of  us)  is  vastly  less. 

ERCP  has  an  additional  advantage.  Because  it 
includes  an  upper  endoscopy,  one  may  identify 
varices,  peptic  ulcer,  or  neoplastic  disease  of  the 
duodenum,  ampulla,  or  distal  bile  duct.  Each  find- 
ing may  bear  on  the  underlying  cause  for  the 
examination  and  guide  new  therapy. 

Summary 

ERCP  (with  biliary  sphincterotomy  where  appro- 
priate) now  allows  a timely  and  low-risk  approach 
to  diseases  of  the  biliary  tree.  Performed  by  well- 


trained  and  experienced  physicians,  this  new  thera- 
peutic modality  is  revolutionizing  care  of  diseases 
of  the  biliary  tract. 

The  authors  are  indebted  to  these  special  endoscopy 
nurses:  at  the  Medical  College  of  Virginia,  Gail  DeCosta, 
Bonnie  Kowalski,  and  Vicki  Smith;  at  the  McGuire 
Veterans  Administration  Medical  Center,  Ora  Eley,  Lu- 
Anne  Fridley,  and  Janet  Starkey. 
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Small  Bowel  Ischemia:  A Consequence  of  Feeding. 

Michael  C.  Gaddy,  MD,  Martin  H.  Max,  MD, 
Charles  W.  Schwab,  MD,  and  Donald  Kauder, 
MD,  Norfolk. 

Continuous  jejunal  feeding  through  needle  cathe- 
ter jejunostomy  is  generally  well  tolerated  with 
minimal  morbidity.  Small  bowel  ischemia  or  infarc- 
tion has  not  been  reported  in  association  with 
jejunal  feedings.  We  describe  five  patients,  each  of 
whom  had  grossly  normal  small  bowel  at  the  time  of 
insertion  of  needle  catheter  jejunostomy.  All  had 
episodes  of  hypotension  during  continuous  jejunal 
feedings,  and  subsequently  had  abdominal  disten- 
tion. Upon  abdominal  exploration,  two  patients 
were  found  to  have  infarction  of  the  jejunum  and 
three  had  infarction  of  the  entire  small  bowel.  No 
evidence  of  major  vascular  occlusion  of  mechanical 
obstruction  was  found.  Patients  at  high  risk  for 
hypoperfusion  may  not  tolerate  jejunal  feedings 
during  such  episodes.  It  appears  possible  that  feed- 
ing may  increase  the  susceptibility  of  the  gut  to 
hypoperfusion.  South  Med  J 1986;  79:180-182 
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Liver  Transplantation 

Robert  L.  Carithers,  Jr.,  MD,  Wallace  Berman,  MD, 
Gerardo  Mendez-Picon,  MD,  and  A.  Scott  Mills,  MD, 

Richmond,  Virginia 


Improved  preservation  of  donor  organs,  better  surgical  and  anesthetic 
techniques,  earlier  surgery,  and  immunosuppressive  medication  have  con- 
tributed to  the  greatly  improved  survival  rate  in  liver  transplantation. 
Important  concerns  remain  unresolved,  however,  such  as  the  procedure’s 
high  cost  in  dollars  and  in  terms  of  blood  and  blood  products. 


Liver  transplantation  has  become  a viable 
option  for  selected  patients  with  severe  liver 
disease.  Because  of  the  dramatic  improve- 
ment in  the  survival  of  liver  transplant  recipients 
over  the  past  five  years,  there  has  been  a prolifera- 
tion of  transplantation  programs  both  in  the  United 
States  and  abroad.  At  present,  over  45  centers  in 
the  United  States,  including  the  Medical  College  of 
Virginia,  now  perform  liver  transplantation,  and  by 
the  end  of  1984  over  1,000  liver  transplants  had 
been  performed  throughout  the  world. 

A variety  of  factors  have  contributed  to  the 
revolution  in  liver  transplantation.  Among  these  are 
improved  preservation  of  donor  organs,  better  sur- 
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gical  and  anesthetic  technique,  operation  at  an 
earlier  stage  of  disease,  and  the  availability  of 
cyclosporine  A.  The  1-year  survival  rate  for  chil- 
dren following  liver  transplantation  now  ranges 
from  70%  to  90%.  Adult  survival  ranges  from  50% 
to  80%  at  one  year.  Mortality  is  greatest  in  the  first 
three  months  after  the  operation.  If  a patient  sur- 
vives the  first  year,  the  chances  are  extremely 
promising  for  extended  survival.  A few  patients 
have  survived  15  years  and  a growing  number  have 
survived  5-10  years.1 

Most  patients  appear  to  function  extremely  well 
after  liver  transplantation.2,3  Three  women  have 
delivered  children  after  the  operation.4  Most  chil- 
dren treated  with  cyclosporine  and  low-dose  pred- 
nisone grow  and  develop  normally  after  transplan- 
tation." This  has  alleviated  the  concern  of  many 
surgeons  who  were  reluctant  to  perform  transplants 
in  children  because  of  the  stunted  growth  and 
Cushingoid  features  which  occurred  after  treatment 
with  high-dose  prednisone  and  azathioprine. 

Patient  Selection 

Patients  between  the  ages  of  one  and  50  are  the 
most  suitable  candidates  for  liver  transplantation. 


VOLUME  113 


VIRGINIA  MEDICAL/DECEMBER  1986 


735 


although  selected  patients  above  and  below  these 
ages  have  been  transplanted  successfully. 

The  major  indication  for  liver  transplantation  in 
children  is  extrahepatic  biliary  atresia.  Some  chil- 
dren with  intrahepatic  biliary  atresia  and  chronic 
active  hepatitis  also  may  require  transplantation.  In 
addition,  a variety  of  inborn  errors  of  metabolism 
and  metabolic  diseases  may  result  in  terminal  liver 
disease.  The  most  common  of  these  is  alpha-1- 
antitrypsin  deficiency.  Finally,  there  are  metabolic 
disorders  which  do  not  result  in  liver  failure  but  in 
which  a crucial  hepatic  enzyme  is  absent.  By  re- 
placing the  deficient  enzyme,  liver  transplantation 
can  prevent  fatal  extrahepatic  complications.  Ex- 
amples of  this  include  Crigler-Najjar  type  I disease 
and  homozygous  type  II  hypercholesterolemia. 

Non-alcoholic  cirrhosis  is  the  major  indication  for 
liver  transplantation  in  adults.  Autoimmune  chronic 
hepatitis,  chronic  hepatitis  B infection,  chronic 
non- A,  non-B  hepatitis,  and  metabolic  disorders 
such  as  Wilson’s  disease  and  alpha- 1 -antitrypsin 
deficiency  all  can  result  in  progressive  destruction 
of  the  liver  with  the  development  of  cirrhosis  and 
terminal  liver  failure.  Patients  with  primary  biliary 
cirrhosis  and  sclerosing  cholangitis  also  are  excel- 
lent transplantation  candidates. 

There  are  a variety  of  other  conditions  for  which 
liver  transplantation  has  been  performed  but  in 
which  it  is  controversial  whether  this  high-risk, 
expensive  procedure  is  appropriate.  Included 
among  these  disorders  are  malignant  tumors,  alco- 
holic liver  disease,  fulminant  hepatitis,  and  the 
Budd-Chiari  syndrome. 

Contraindications 

The  generally  accepted  contraindications  to  liver 
transplantation  include  portocaval  shunt;  severe 
hypoxemia  due  to  right-to-left  pulmonary  shunts; 
systemic  sepsis;  and  advanced  cardiopulmonary  or 
renal  disease. 

Relative  contraindications  include  intrahepatic  or 
biliary  sepsis;  portal  vein  thrombosis;  and  previous 
right  upper  quadrant  abdominal  surgery. 

The  Operation 

Liver  transplantation  is  divided  into  three  phases: 
1)  the  donor  hepatectomy;  2)  the  recipient  hepatec- 
tomy;  and  3)  the  actual  transplant  operation.  Two 
surgical  teams  are  utilized. 

When  an  acceptable  donor  of  appropriate  body 
weight  and  blood  type  has  been  found,  one  surgical 
team  flies  to  the  donor  hospital  to  retrieve  the  liver. 
This  team  works  closely  with  the  local  transplant 
surgeons  and  anesthesiologists  and  with  members 


of  other  visiting  transplant  teams  to  coordinate  the 
removal  of  those  organs  to  be  used  for  transplanta- 
tion. When  the  retrieval  transplant  team  is  satisfied 
with  the  gross  appearance  and  texture  of  the  liver, 
they  notify  the  recipient  surgical  team  and  the 
recipient  hepatectomy  is  begun. 

After  removal,  the  donor  liver  is  immersed  in 
cold  Collins  solution,  placed  in  sterile  plastic  bags, 
and  stored  in  an  ice  cooler  during  transport.  Fortu- 
nately, the  liver  can  be  removed  from  a multiple 
organ  donor  without  adversely  influencing  the  sub- 
sequent function  of  the  donor  kidneys  and  heart.6 
Although  a donor  liver  can  be  maintained  in  a 
functional  state  for  up  to  ten  hours,7  every  attempt 
is  made  to  complete  the  transplant  within  4-6  hours 
to  insure  adequate  liver  function  in  the  immediate 
postoperative  period. 

Preparation  of  the  recipient’s  diseased  liver  for 
removal  is  the  most  tedious  and  difficult  part  of  the 
entire  liver  transplantation  procedure.  The  combi- 
nation of  a scarred  cirrhotic  liver,  portal  hyperten- 
sion, and  a severe  coagulopathy  often  results  in 
profuse  bleeding  and  extreme  difficulty  in  success- 
fully identifying  and  dissecting  the  major  structures 
within  the  hilum  of  the  liver.  If  the  patient  has  had 
multiple  right  upper-quadrant  abdominal  opera- 
tions, the  situation  may  become  impossible.  It  is  not 
unusual  to  transfuse  50-60  units  of  blood  to  maintain 
hemodynamic  stability  during  this  phase  of  the 
operation.  A rapid  infusion  device  which  can  deliv- 
er up  to  three  liters  of  blood  per  minute  can  be 
crucial  during  this  portion  of  the  operation.  In 
children,  removal  of  the  diseased  liver  is  much  less 
difficult. 

If  both  the  donor  and  recipient  operations  have 
proceeded  smoothly,  the  diseased  liver  is  ready  for 
removal  by  the  time  the  donor  team  returns.  The 
recipient’s  portal  vein,  hepatic  artery  and  vena  cava 
are  clamped  and  the  diseased  liver  is  removed  with 
particular  care  to  preserve  an  adequate  suprahepa- 
tic  vena  caval  cuff"  as  well  as  adequate  lengths  of 
portal  vein  and  common  bile  duct  for  anastomosis. 
Most  liver  transplant  surgeons  now  use  some  form 
of  femoral-portal  venous  bypass  to  either  the  sub- 
clavian, axillary,  or  jugular  veins  to  facilitate  hemo- 
dynamic stability  and  to  decrease  stasis  of  the  lower 
body  during  this  phase  of  the  operation. 

After  the  diseased  liver  has  been  removed,  the 
donor  liver  is  inserted  and  the  various  anastomoses 
are  performed,  beginning  with  the  suprahepatic 
vena  caval  anastamosis.  The  portal  and  infrahepatic 
vena  caval  anastamoses  are  then  performed  and  all 
clamps  are  removed.  The  hepatic  arterial  anastamo- 
sis is  then  completed. 
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The  final  step  in  the  operation  is  the  anastomosis 
of  the  donor  and  recipient  bile  ducts.  Duct-to-duct 
repair  over  a T-tube  is  the  preferred  biliary  recon- 
struction.8 In  children  with  biliary  atresia  or  in 
patients  with  sclerosing  cholangitis  where  this  type 
of  repair  is  not  possible,  a choledochojejunostomy 
is  performed  using  a Roux-en-Y  loop.  After  hemo- 
stasis and  adequate  reversal  of  coagulation  abnor- 
malities have  been  insured,  drains  are  placed,  the 
abdomen  is  closed,  and  the  patient  is  transferred  to 
the  intensive  care  unit. 

Immunosuppression 

Cyclosporine  A and  low-dose  steroids  are  the 
immunosuppressive  agents  used  in  most  liver  trans- 
plantation patients  in  the  United  States.  Cyclospor- 
ine is  a highly  lipophilic  polypeptide  that  is  insolu- 
ble in  aqueous  solutions.  The  drug  may  be 
administered  orally,  intramuscularly,  or  intrave- 
nously but  absorption  after  oral  administration  is 
slow  and  incomplete.  In  patients  with  T tubes  or 
with  biliary  obstruction,  oral  absorption  is  poor. 
When  a T tube  is  clamped  or  obstruction  is  relieved, 
serum  levels  of  the  drug  can  rise  sharply.  Since 
cyclosporine  is  metabolized  by  the  liver,  erratic 
changes  in  circulating  drug  levels  also  can  result 
from  changes  in  liver  function  and  from  drug-drug 
interactions.9 

The  major  side  effects  of  cyclosporine  include 
infection,  nephrotoxicity,  hypertension,  and  neuro- 
logic manifestations  ranging  from  tremor  to  enceph- 
alopathy with  seizures.  In  addition,  patients  may 
develop  gum  hyperplasia,  increased  facial  hair 
growth,  abnormal  liver  function  tests,  and  revers- 
ible lymphadenopathy  simulating  lymphoma. 

Cyclosporine  drug  levels  can  be  measured  either 
by  radioimmunoassay  or  liquid  chromatography. 
There  is  controversy  over  the  ideal  method  of 
measurement  as  well  as  the  optimum  therapeutic 
level  for  the  drug.  It  is  abundantly  clear,  however, 
that  the  drug  has  a very  narrow  toxic-to-therapeutic 
ratio. 

Complications 

The  course  of  patients  undergoing  hepatic  trans- 
plantation is  unique  for  the  number  and  variety  of 
complications  which  can  occur.  These  include  in- 
tra-abdominal hemorrhage,  hepatic  artery  or  portal 
vein  thrombosis,  biliary  tract  obstruction,  break- 
down of  biliary  anastomoses,  and  severe  intra- 
abdominal infections.  A number  of  medical  compli- 
cations also  can  occur.  Renal  failure  may  result 
from  a variety  of  causes,  including  the  use  of 
cyclosporin. 10  Because  of  the  frequency  of  acute 


renal  failure,  the  support  of  a hemodialysis  team  is 
crucial. 

Infection  is  the  leading  cause  of  death  in  adults 
following  liver  transplantation  and  is  second  only  to 
technical  complications  of  surgery  as  a cause  of 
death  in  children.  Particularly  important  are  sys- 
temic fungal  infections  ( Candidiasis  and  Aspergillo- 
sis) and  gram-negative  enteric  organisms.  In  addi- 
tion, liver  transplantation  patients  are  susceptible  to 
a wide  range  of  opportunistic  infections,  such  as 
herpes  and  cytomegalovirus.11 

Another  major  postoperative  complication  fol- 
lowing liver  transplantation  is  rejection  of  the  graft 
liver.  Acute  rejection  usually  occurs  between  the 
7th  and  10th  postoperative  days.  Clinical  features 
include  vague  upper  abdominal  pain,  depression, 
and  loss  of  appetite.  Fever,  tachycardia,  and  a 
swollen,  tender  graft  may  be  noted  on  examination, 
and  ascites  may  or  may  not  be  present.  Radioiso- 
topes are  poorly  concentrated  by  the  liver  and 
variable  alterations  in  bilirubin,  transaminases,  al- 
kaline phosphatase,  and  prothrombin  time  values 
occur.  Diagnosis  is  made  by  liver  biopsy,  where 
lymphocytes  can  be  seen  infiltrating  the  walls  of 
bile  ducts,  veins,  and  arterioles  within  the  allo- 
graft.12 

Unresolved  Questions 

Although  there  has  been  remarkable  improve- 
ment in  liver  transplantation,  many  important  clini- 
cal concerns  remain  unresolved.  One  concern  is  the 
inordinately  high  cost  of  the  procedure.  For  exam- 
ple, the  average  hospital  costs  for  the  first  eight 
adult  liver  transplants  at  the  Medical  College  of 
Virginia  was  $150,000.  Most  insurors  now  support 
liver  transplantation  in  full;  unfortunately,  Virginia 
Medicaid  and  Medicare  provide  no  support  for  this 
operation.  The  state  has  yet  to  come  to  grips  with 
the  problem  of  the  indigent  patient  who  desperately 
needs  a transplant  in  order  to  survive. 

In  addition  to  the  costs  in  dollars,  there  is  also  a 
high  cost  in  terms  of  blood  and  blood  products.  The 
first  dozen  adult  transplant  patients  at  MCV  re- 
quired an  average  of  61  units  of  red  cells  and  an 
equal  quantity  of  platelets  and  fresh  frozen  plasma 
during  the  operation. 

Despite  the  high  cost,  the  major  use  of  blood  and 
blood  products,  and  the  high  perioperative  mortal- 
ity, we  are  very  encouraged  by  a variety  of  factors. 
Most  important  is  the  extremely  good  quality  of  life 
we  have  observed  in  those  patients  who  have 
survived  the  operation.  All  are  at  home  and  back  at 
full  activities,  including  work  and  school.  Next  in 
importance  is  the  improvement  in  survival.  During 
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1984  and  1985,  only  3/8  adults  and  3/5  children 
survived  the  perioperative  period  at  MCV.  An 
additional  eight  patients  died  before  transplantation 
could  be  performed.  In  contrast,  7/10  adults  trans- 
planted in  the  first  five  months  of  1986  have  sur- 
vived and  there  have  been  no  preoperative  deaths. 
In  addition,  both  the  costs  of  the  operation  and  the 
use  of  blood  products  have  decreased  dramatically 
during  the  last  year.  We  attribute  these  improve- 
ments to  experience  in  operative  and  postoperative 
management  and,  in  particular,  to  operation  on 
patients  at  an  earlier  stage  of  disease. 

Our  goals  are  to  improve  the  1-year  survival  to 
80%-90%,  to  continue  to  decrease  the  use  of  blood 
per  case,  and  to  reduce  the  cost  of  the  operation  to 
less  than  $100,000.  As  optimistic  as  these  goals  may 
seem,  we  are  convinced  they  can  be  met  in  the  very 
near  future. 
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Only  since  the  development  of  the  quartz 
fiber  in  1975  has  laser  endoscopy  been 
available,  yet  already  it  plays  an  integral 
therapeutic  role  in  gastroenterology.  At  a 
Veterans  Administration  Hospital  in  Vir- 
ginia, a randomized  controlled  trial  is  in- 
vestigating the  laser’s  effectiveness  in  co- 
agulation of  acute  hemorrhage,  and  a 
protocol  using  laser  to  vaporize  neoplastic 
disease  is  yielding  encouraging  results. 


Einstein  first  postulated  the  mechanism  for 
laser  beam  production  in  1917.  However,  it 
was  not  until  1961  that  Maiman  built  the  first 
working  laser.1  Since  that  time,  laser  technology 
and  the  number  of  laser  installations  have  been 
growing  at  the  speed  of  light.  In  1975,  Kiefhaber 
developed  a quartz  fiber  suitable  for  the  transmis- 
sion of  laser  light.2  This  allowed  laser  light  to  be 
used  through  fiberoptic  endoscopes. 

Today  therapeutic  laser  endoscopy  plays  a key 
role  in  gastroenterology.  (Table  1). 

The  most  commonly  used  medical  lasers  are 
argon  (488-514  nm  wavelength),  neodymium: yt- 
trium aluminum  garnet  (Nd:Yag)  (1,060  nm  wave- 
length), and  carbon  dioxide  (10,600  nm  wave- 
length). Gastroenterologists  use  primarily  the 
Nd:Yag  laser.  The  word  “laser”  is  an  acronym  for 

From  the  McGuire  Veterans  Administration  Medical 
Center  and  the  Medical  College  of  Virgnia/ Virginia  Com- 
monwealth University.  Address  correspondence  to  Dr. 
Schubert  at  McGuire  VAH,  code  11  IN,  1201  Broad  Rock 
Road,  Richmond  VA  23249. 

This  work  was  supported  by  the  Veterans  Administra- 
tion Medical  Research  Fund. 
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Table  1.  GI  Applications  of  Laser 

I.  Coagulation 

A.  Active  bleeding 

B.  Recent  bleeding:  visible  vessel,  angiodysplasia 
II.  Vaporization 

A.  Neoplastic  disease:  palliation,  curative,  ancillary 
(e.g.,  stent  placement) 

B.  Benign  disease:  stricture  or  web, 
sphincterotomy,  fracture  gallstones,  pseudocyst 
drainage 


property,  called  coherence,  gives  laser  light  rifle- 
like accuracy  and  allows  it  to  be  finely  focused  and 
to  travel  down  a fiberoptic  fiber  with  very  little  loss 
in  energy. 

The  laser  produces  a unique  type  of  light  energy 
which  at  the  tissue  interface  is  converted  into  heat 
energy.  As  tissue  is  heated,  critical  temperatures 
are  reached  for  cell  death,  protein  coagulation, 
blood  vessel  constriction,  and  tissue  vaporization.3 


light  amplification  by  stimulated  emission  of  radia- 
tion. The  laser  consists  of  two  parallel  mirrors,  one 
at  each  end  of  some  type  of  lasing  medium  (Figure 
1).  This  medium  may  be  comprised  of  a gas  (e.g., 
carbon  dioxide  or  argon  laser)  or  a solid  (e.g., 
Nd:Yag  laser).  In  the  case  of  a gas,  energy  is 
supplied  by  an  electrical  discharge.  For  a solid 
material,  a flash  lamp  (krypton  gas)  supplies  the 
energy.  When  energy  is  pumped  into  the  medium, 
some  of  the  energy  is  absorbed  by  the  atoms  and  the 
electrons  are  transferred  to  a different  higher  orbit. 
When  the  electron  returns  from  this  high-energy 
level  to  a lower  one,  electromagnetic  radiation 
(light)  is  emitted,  that  is,  the  external  energy  source 
stimulates  the  atoms  to  emit  radiation  or  light 
energy.  The  light  energy  bounces  around  within  the 
laser  hitting  other  atoms  and  exciting  them  to  emit 
radiation  (amplification).  The  light  energy  lines  up 
between  the  two  reflective  mirrors.  When  the  foot 
pedal  is  depressed,  one  of  the  mirrors  becomes  only 
partially  reflective  and  the  laser  beam  can  escape 
from  the  chamber.  Laser  light  is  unique  in  that  it 
consists  of  light  of  a single  wavelength  that  is  in 
tune  and  moving  in  a parallel  direction.  This  unique 


Coagulation 

There  are  four  controlled  trials  published  assess- 
ing the  role  of  laser  in  acute  active  upper  gastroin- 
testinal (UGI)  ulcer  bleeding  (Table  2). 4-7  Initial 


laser  beam 


laser  beam 


Fig.  1.  Types  of  lasers.  At  top,  gas — C02,  argon;  bottom, 
solid — Nd:Yag. 


Table  2.  Controlled  Trials  of  Laser. 


Initial 

Hemostasis 

(%) 

Rebleed 

(%) 

Emergency 

Surgery 

(%) 

Mortality 

(%) 

Active  UGI  Ulcer  Bleeding  Results 

Ihre  (1981) 

15  Laser 

93* 

— 

36 

20 

19  Control 

58* 

— 

26 

26 

Vallon  (1981) 

13  Laser 

77* 

47* 

47* 

13 

13  Control 

31* 

85* 

69* 

23 

Swain  (1981) 

7 Laser 

100* 

57* 

57 

0* 

4 Control 

0* 

100* 

50 

29* 

Swain  (1984) 

10  Laser 

100* 

20* 

20* 

10 

9 Control 

22* 

78* 

67* 

22 

Inactive  UGI  Ulcer  Bleeding  (Visible  Vessels) 

Vallon  (1981) 

19  Laser 

42 

32 

16 

16  Control 

50 

31 

19 

Swain  (1981) 

17  Laser 

24* 

24* 

0* 

24  Control 

54* 

50* 

21* 

Rutgeerts  (1982) 

24  Laser 

21 

14 

14 

22  Control 

32 

23 

14 

MacLeod  (1983) 

8 Laser 

25* 

13* 

0 

8 Control 

100* 

100* 

25 

Swain  (1984) 

35  Laser 

11* 

6* 

0* 

38  Control 

55* 

29* 

13* 

* denotes  statistical  significance  (P  < 0.05)  between  laser  and  control  treated  patients 
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hemostasis  was  achieved  in  close  to  100%  of  laser- 
treated  patients.  However,  about  half  of  these  pa- 
tients rebled  within  36  hours.  The  mortality  in  the 
laser-treated  group  was  significantly  reduced  in 
Swain’s  study.  In  all  other  studies  the  mortality  was 
lower  in  the  laser-treated  group  as  compared  to  the 
control  group  but  because  of  small  numbers  of 
patients  did  not  reach  statistical  significance. 

There  are  five  published  controlled  trials  evaluat- 
ing the  role  of  the  laser  in  acute  inactive  ulcer 
bleeding,  i.e.,  visible  vessels  (Table  2). 5 9 A visible 
vessel  is  defined  as  an  elevated  red  or  purple  spot 
within  the  ulcer  base  that  is  resistant  to  washing. 
Defined  as  such,  50%  of  visible  vessels  will  rebleed 
within  72  hours.  In  three  of  the  studies  the  rebleed- 
ing rate,  as  well  as  the  need  for  emergency  surgery, 
was  significantly  lessened  in  the  laser-treated 
groups.  The  mortality  in  the  laser-treated  group  was 
significantly  decreased  in  two  studies.  In  the  re- 
maining three  studies  the  mortality  was  lower  in  the 
laser-treated  group  but  not  statistically  significant. 

We  have  presently  enrolled  21  patients  in  an 
ongoing  prospective  randomized  controlled  trial 
assessing  the  role  of  laser  in  acute  UGI  ulcer 
bleeding.  Because  the  in-hospital  mortality  from 
emergency  surgery  is  approximately  30%  as  com- 
pared to  a less  than  2%  mortality  for  bleeders 
undergoing  elective  surgery,  we  have  chosen  to  treat 
all  acutely  spurting  patients  initially  with  laser.10 
Following  hemostasis,  patients  are  randomized  to 
either  standard  medical  therapy  alone  or  standard 
medical  therapy  plus  elective  surgery  within  36 
hours.  It  is  hoped  that  the  laser  will  dramatically 


reduce  mortality  by  converting  emergency  surgery 
cases  to  semielective  cases.  Patients  with  visible 
vessels  are  randomized  to  laser  versus  standard 
medical  therapy.  Preliminary  results  are  shown  in 
Table  3.  Seven  spurting  vessels  were  treated,  with 
initial  hemostatis  achieved  in  86%  and  no  mortality. 
Fourteen  visible  vessels  have  entered  the  study; 
29%  in  the  laser  group  rebled  compared  to  43%  in 
the  control  group. 

Vaporization 

Endoscopic  laser  therapy  has  been  used  to  treat 
neoplasms  of  the  esophagus,  stomach,  duodenum, 
ampulla,  colon  and  rectum.  The  largest  experience 
has  been  with  esophageal  cancer.  Laser  energy  is 
delivered  in  such  a manner  as  to  cause  tumor 
destruction  and  vaporization.  The  goal  of  therapy  is 
to  relieve  obstruction.  On  occasion  survival  is  pro- 
longed. 

The  largest  and  best  documented  series  of  pa- 
tients with  obstructive  esophageal  carcinomas 
treated  by  endoscopic  laser  therapy  alone  are  re- 
ported by  Fleischer  and  Mellow11,12;  we  have  treat- 
ed 18  patients  with  esophageal  carcinomas  by  endo- 
scopic laser  therapy  (Table  4).  Prior  to  laser,  mean 
tumor  length  was  6.9  cm,  mean  luminal  diameter  3.6 
mm,  mean  luminal  occlusion  greater  than  90%,  and 
only  17%  of  patients  could  swallow  solids.  After  a 
mean  of  2.9  laser  treatment  sessions,  luminal  diam- 
eter was  increased  to  a mean  of  1 1 .7  mm  and  89%  of 
patients  could  swallow  full  solids.  All  patients  were 
symptomatically  improved.  There  were  no  compli- 
cations. 


Table  3.  Preliminary  Results,  McGuire  Veterans  Administration  Medical  Center  Bleeding  Trial. 


N 

EBL* 

Initial 

Hemostatis 

Rebleed 

Emergency 

Surgery 

Mortality 

I.  Spurters 

7 Laser 

10.8  ± 2.0 

6/7 

2/6 

1/7 

0/7 

(86%) 

(33%) 

(14%) 

(0%) 

II.  Visible 

7 Laser 

6.7  ± 1.2 

— 

2/7 

0/7 

1/7 

vessels 

(29%) 

(0%) 

(14%) 

7 Control 

8.7  ± 0.8 

— 

3/7 

1/7 

0/7 

(43%) 

(14%) 

(0%) 

* EBL  = estimated  blood  loss  in  units  of  blood 

Table  4.  Endoscopic  Nd:YAG  Laser  Therapy  for  Carcinoma  of  the  Esophagus 

Pre-Laser 

Post-Laser 

Tumor  Luminal 

Luminal 

Length  Diameter 

Occlusion 

Number  of 

Lumen 

Study 

N 

(CM)  (MM) 

(%) 

Solids  Treatments 

> 11  MM 

Solids  Survival 

Perforation 

Fleischer 

40 

8.2  — 

81 

11/40  5.3 

40/40 

33/40  14  wks 

5/40 

(1984) 

(5-11) 

(28%)  (2-13) 

(100%) 

(83%) 

(13%) 

Mellow 

30 

7.9  — 

90 

4/30  3.5 

29/30 

23/30  36  wks 

2/30 

(1985) 

(4-13) 

(13%)  (2-6) 

(97%) 

(77%) 

(7%) 

Schubert 

18 

6.9  3.6 

>90 

3/18  2.9 

16/18 

16/18  — 

0/18 

(1985) 

(4-10)  (0-9) 

(17%)  (1-5) 

(89%) 

(89%) 

(0%) 
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The  expected  five-year  survival  for  squamous 
cell  carcinoma  of  the  esophagus  is  5%.  This  dismal 
statistic  exists  despite  several  decades  of  curative 
efforts  using  surgical  resection,  radiation  therapy, 
and  more  recently,  chemotherapy.  We  are  present- 
ly involved  in  an  intensive  protocol  utilizing  a 
combined  approach  of  endoscopic  Nd:Yag  laser, 
chemotherapy,  radiation  therapy,  and  surgery  in 
the  treatment  of  esophogeal  cancer.  Cisplatinum 
and  5-fluorouracil,  radiation  sensitizers,  are  given 
during  preoperative  radiation  therapy  to  improve 
tumor  cytotoxicity  with  the  possibility  that  reduced 
tumor  bulk  might  allow  resection  of  otherwise  unre- 
sectable  cases  (down  staging),  provide  better  local 
control,  and  allow  control  of  distant  metastasis 
outside  the  radiation  portals  and  surgical  field. 
Preliminary  results  are  most  encouraging:  four  pa- 
tients have  completed  the  protocol  with  no  residual 
tumor  found  at  surgery. 

Summary 

Endoscopic  laser  therapy  allows  the  trained  en- 
doscopist to  intervene  therapeutically  in  a variety  of 
gastrointestinal  disorders.  The  laser  is  effective  for 
acutely  bleeding  ulcers  and  as  palliation  for  ob- 
structing neoplasms.  Its  role  in  ulcers  with  visible 
vessels  remains  to  be  defined. 
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Reconstruction  of  the  Bile  Duct  with  Transanasto- 
motic  U Tubes.  George  A.  Parker,  MD,  and  L. 
Gregg  Halloran,  MD,  Richmond. 

Thirty-one  adult  patients  have  undergone  recon- 
struction of  the  bile  duct  using  a transanastomotic 
U tube  to  stent  biliary-enteric  anastomoses.  The  U 
tube  is  brought  through  the  substance  of  the  liver 
into  the  proximal  part  of  the  bile  duct,  threaded 
through  the  anastomosis,  usually  toa  Roux-en-Y 
limb  of  jejunum  and  then  withdrawn  from  the 
jejunum  through  a separate  enterotomy.  Both  ends 
of  the  Silastic®  (silicone  rubber)  catheter  are  than 
brought  out  the  abdominal  wall  through  separate 
stab  incisions  and  secured  to  the  abdominal  wall.  In 
21  patients,  the  procedure  was  performed  for  be- 
nign disease.  There  were  no  operative  deaths. 
Recurrent  strictures  developed  in  two  patients  (9.5 
per  cent).  There  were  seven  infectious  complica- 
tions, none  of  which  were  life-threatening.  Preoper- 
ative bilrubin  levels  averaged  95  milligrams  per 
cent;  postoperative  bilirubin  levels  averaged  2.6 
milligrams  per  cent.  Recurrent  stricture  developed 
in  two  paiients  at  20  and  19  months  after  removal  of 
the  U tubes.  In  ten  patients,  the  obstruction  of  the 
biliary  tract  was  secondary  to  malignant  disease — 
seven  primary  tumors  of  the  biliary  tract  and  three 
metastatic  tumors.  Operative  mortality  was  20  per 
cent.  Among  the  patients  who  survived  the  opera- 
tion, the  averagfe  bilirubin  level  was  6.6  milligrams 
per  cent  as  compared  with  the  average  preoperative 
level  of  14.4  milligrams  per  cent.  Surg  Gynecol 
Obstet  1986;  162:433-436 
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VIRGINIA  MEDICAL 


President  Richard  Fields 


Let  me  introduce  you  to  the  130th  President  of 
The  Medical  Society  of  Virginia — Richard 
Fields! 

Dick’s  journey  to  the  presidency  has  been  a 
distinguished  and  eventful  one,  beginning  with  his 
very  first  case.  As  a young  child  in  Indiana,  his  pet 
bantam  rooster  was  blown  out  of  a tree  and  broke 
its  leg.  Dick  was  the  attending  physician  and  splint- 
ed the  rooster’s  leg.  The  treatment  worked.  The 
rooster  strutted  and  crowed  around  the  yard  for 
many  years,  no  doubt  telling  the  world  about  his 
excellent  doctor — as  many  humans  have  done 
since. 

Dick  has  always  had  to  move  rapidly  to  keep  up 
with  all  of  his  interests.  In  high  school  he  was  on  the 
varsity  basketball  team  and  in  the  marching  band 
which  marched  at  each  home  game.  That  necessi- 
tated one  fast  change  at  half-time! 

With  the  same  enthusiasm  and  verve  he  demon- 
strated in  high  school,  he  entered  Huntington  Col- 
lege in  Huntington,  Indiana.  A year  later,  he  trans- 
ferred to  Indiana  University,  receiving  an  AB 
degree  in  1953.  He  stayed  on  at  Indiana  to  earn  his 
MD  degree  in  1956  and  was  elected  to  Alpha  Omega 
Alpha. 

That  year  he  joined  the  United  States  Air  Force 
and  took  a rotating  internship  at  Letterman  Army 
Hospital  in  San  Francisco.  His  residency  was  done 
in  otolaryngology  and  maxillofacial  surgery  at  the 
University  of  Iowa.  Then,  while  serving  on  active 


duty  in  the  Air  Force  from  1960  to  1964,  he  attended 
a primary  course  in  aerospace  medicine. 

In  1964,  he  left  the  Air  Force,  entering  private 
practice  in  the  Washington  D.C.  and  Northern 
Virginia  area  and  joining  the  staff  at  George  Wash- 
ington University  as  an  associate  clinical  professor. 
He  also  joined  the  staff  of  Fairfax  Hospital,  where 
he  has  served  as  chief  of  the  otolaryngology  section 
since  1968. 

Having  decided  to  focus  his  practice  in  Northern 
Virginia  in  1969,  he  entered  into  organized  medicine 
by  joining  the  Fairfax  County  Medical  Society.  A 
true  believer  in  the  importance  of  professional 
organizations,  Dick  participated  in  medical  society 
activities  with  the  dedication  and  ability  he  has 
shown  throughout  his  medical  career.  Within  two 
years,  he  was  a member  of  the  Fairfax  County 
Medical  Society’s  Executive  Committee  and  be- 
came president  in  1978. 

In  The  Medical  Society  of  Virginia,  he  represent- 
ed the  10th  District  as  vice  councilor  from  1974- 
1976.  In  1976  he  was  elected  Vice  Speaker  and  in 
1980  Speaker  --  a position  he  held  until  1985.  As  we 
all  know,  he  led  the  House  through  many  a “stormy 
sea’’  with  calm  dispatch  and  a keen  knowledge  of 
parliamentary  procedure.  In  1985,  he  was  nominat- 
ed and  unanimously  elected  our  President  Elect. 

Dick  is  also  a firm  believer  in  the  importance  of 
the  medical  community’s  involvement  in  the  legisla- 
tive and  political  process.  For  this  reason  he  was  a 
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strong  supporter  of  then-President  William  J.  Ha- 
good’s  work  to  create  the  Society’s  Vanguard  Com- 
mittee in  1977  and  served  as  its  first  chairman.  This 
innovative  organization  has  attracted  national  at- 
tention and  initiative,  with  other  states  now  trying 
the  same  approach. 

And  Dick  can  always  be  found  in  the  political 
forefront,  with  strong  involvement  in  political  ac- 
tion committees  and  the  campaigns  of  candidates 
who  support  medicine. 

In  addition  to  his  work  with  The  Medical  Society 
of  Virginia,  Dick  is  active  in  the  American  College 
of  Surgeons  and  the  American  Academy  of  Otolar- 
yngology. 

Despite  his  hectic  schedule  and  many  activities, 
Dick  also  manages  to  find  time  to  spend  with  his 
charming  wife,  Claire,  and  his  four  children,  John, 
Leigh  Anne,  Brian  and  Brent. 

The  Medical  Society  of  Virginia  has  had  the 
benefit  of  a number  of  fine  Presidents  who  have  led 
it  well.  Dick  Fields  will  rank  with  the  finest  in  that 
tradition. 

Barbara  A.  Mella,  MD 

3251  Old  Lee  Highway 
Fairfax  VA  22030 


Changing  of  the  Guard 

It  is  that  time  again:  one  president  departing,  a 
new  one  arriving  on  the  scene.  The  Medical 
Society  of  Virginia  has  been  indeed  fortunate  in  its 
choice  of  leaders.  When  one  outstanding  president 
departs,  another  takes  his  place. 

Dr.  Charles  M.  Caravati,  Jr.,  is  leaving  office 
after  a most  eventful  year.  Perhaps  the  most  impor- 
tant accomplishment  of  the  year  was  the  election  of 
one  of  our  members,  Dr.  William  Hotchkiss,  to  the 
post  of  President-Elect  of  the  American  Medical 
Association.  Another  event  was  the  implementation 
of  unified  membership  with  the  AM  A.  Other  ac- 
complishments include  the  initiation  of  comprehen- 
sive tort  measures  through  the  Professional  Liabil- 
ity Committee  and  the  success  of  VaMPAC  along 
with  the  lobbying  team,  in  influencing  many  impor- 
tant areas  of  legislation. 

A number  of  new  committees  were  added:  HMO 
Feasibility  Committee,  Committee  on  Diagnostic 
Imaging  in  the  Evaluation  of  Breast  Cancer,  Com- 
mittee on  Alternative  Delivery  Systems,  and  the 
Professional  Liability  Review  Committee.  The 
Committee  on  Aging  has  been  reactivated. 


Now  comes  Dr.  Richard  Fields,  the  130th  Presi- 
dent of  the  Medical  Society  of  Virginia.  Dr.  Fields, 
a practicing  otolaryngologist  from  Northern  Virgin- 
ia, is  eminently  qualified  to  lead  the  Society.  He  has 
earlier  served  as  vice  councilor  for  the  10th  district 
and  more  recently  as  Vice  Speaker  and  then  Speak- 
er of  the  House  of  Delegates.  As  Speaker,  he 
distinguished  himself  as  a fair  and  knowledgeable 
parliamentarian.  Dr.  Fields  is  a strong  personality 
and  a good  politician  and  he  will  be  most  effective  in 
his  new  role  as  President. 

E.L.K.,  Jr. 


Update 


Sometime  ago  Dr.  Reno  Vlahcevic  suggested  the 
publication  of  a group  of  state-of-the-art  articles  on 
various  aspects  of  gastroenterology.  The  result  of 
that  suggestion  is  presented  in  this  issue.  The 
authors  are  members  of  the  faculty  at  the  Medical 
College  of  Virginia  and  the  McGuire  Veterans  Ad- 
ministration Hospital,  Richmond. 

The  articles  offer  a wide  range  of  subjects,  from 
Dr.  Fallon’s  review  of  the  progress  in  viral  hepatitis 
to  a provocative  discussion  of  the  medical  therapy 
of  gallstones.  The  combined  presentation  provides 
an  excellent  update  for  the  practitioner. 

E.L.K.,  Jr. 


Correction 

The  page  opposite  is  reprinted  from  the  Septem- 
ber issue  to  correct  the  misspelling  “Triumverate” 
and  to  identify  Dr.  Lester’s  previous  post  as  the 
University  of  Texas  instead  of  Meherry  Medical 
College.  The  Editors  greatly  regret  these  errors. 
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Triumvirate 

The  deans  of  Virginia’s  three  medical  schools 


Robert  M.  Carey,  MD  (right),  began  a five-year  term 
as  Dean  of  the  University  of  Virginia  School  of 
Medicine  in  April  of  this  year.  An  internist,  he  was 
head  of  the  Division  of  Endocrinology  and  Metabo- 
lism at  the  time  of  his  appointment. 


Greeting  each  other  below  are  Richard  G.  Lester, 
MD,  Dean  of  Eastern  Virginia  Medical  School  (left), 
and  Stephen  M.  Ayers,  MD,  Dean  of  the  Medical 
College  of  Virginia/Virginia  Commonwealth  Univer- 
sity, who  were  photographed  early  this  year  when 
Dr.  Ayers  was  guest  speaker  at  a meeting  of  the 
EVMS  Dean’s  Club.  Dr.  Lester,  a radiologist,  was  at 
the  University  of  Texas  Medical  School  in  Houston 
when  he  was  recruited  to  become  Dean  at  EVMS  in 
1984.  Dr.  Ayers  was  lured  to  MCV  in  1985  from  St. 
Louis  University,  where  he  was  chairman  of  the 
Department  of  Medicine  specializing  in  cardiology 
and  cardio-pulmonary  diseases. 
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January  15-17 

Annual  Meeting  of  the  Neurosurgical  Society  of  the  Virgin- 
ias, the  Homestead,  Hot  Springs.  Dr.  R.  G.  Hennessy, 
(301)  646-0220. 

January  24-31 

Gastroenterology  Update  1987  (Johns  Hopkins  Medical 
Institutions/Presbyterian  Hospital,  Oklahoma  City),  Vail, 
Colorado.  Fee  $400.  Jeanne  Ryan,  (301)  955-6046. 

January  26-29 

Alton  D.  Brashear  Postgraduate  Course  in  Head  and  Neck 
Anatomy  (Medical  College  of  Virginia),  Richmond.  40 
credit  hrs.  Fee:  $375.  Hugo  R.  Seibel,  PhD,  (804)  786- 
9624. 

February  6-8 

3rd  Annual  Wintergreen  Scientific  Program  (Virginia 
Council,  American  Academy  of  Child  Psychiatrists), 
Wintergreen.  D.  X.  Parmalee,  MD,  (804)  225-4058. 

February  27-March  1 

“From  Research  to  Relevance”:  Annual  Meeting  and  CME 


of  the  Virginia  Chapter,  American  Academy  of  Pediatrics, 
and  Virginia  Pediatric  Society,  Williamsburg.  (804)  643- 
8130. 

April  2-13 

International  Pediatric  Conference:  “Springtime  in  Taor- 
mina” (Fairfax  Hospital),  Rome,  Italy,  and  Taormina, 
Sicily.  Fee:  $500.  Beverly  Mizanty,  (703)  698-2572. 

April  3-5 

Ophthalmologic  Plastic  Surgery,  Orbital  Disease,  and 
Neuro-Ophthalmology  (Medical  College  of  Virginia),  Wil- 
liamsburg. Fee:  $315.  Kay  Parrott,  (804)  786-0494. 

April  9-12 

Annual  Meeting  of  the  Virginia  Society  of  Otolaryngology/ 
Head  and  Neck  Surgery,  Tides  Inn,  Irvington.  Donna 
Strawderman,  (804)  353-2721. 

April  10-12 

5th  Annual  Symposium:  New  Trends  in  Anesthesia  (Medi- 
cal College  of  Virginia),  Williamsburg.  Fee:  $275.  Kathy 
Martin,  (804)  786-0494. 

April  10-12 

22nd  Annual  Pediatric  Springfest  (Medical  College  of 
Virginia/VCU),  Williamsburg.  12  credit  hours.  (804)  786- 
0494. 

Continued  on  page  753 


CLEMENTS  & COMPANY 

Is  Pleased  To  Announce 
Medical  Malpractice  Insurance 
Is  Now  Available 
For  Board-Certified  Physicians 
In  Virginia 


Clements  & Company 

Insurance  Specialists 
Professional  Liability  Department 

202/872-0060 


STRONG  MEDICAL  community  is  seeking 
American  board  certified  physicians  to  practice 
in  a new  125-bed  (all  private  rooms)  not-for- 
profit  hospital,  state  of  the  art  equipped,  located 
in  a college  community  with  over  25  major 
industries.  Specialties:  orthopaedics,  ophthal- 
mology, otolarnygology,  obstetrics/gynecology, 
internal  medicine,  gastroenterology,  pulmono- 
logy, urology  and  family  medicine. 

Send  CV  in  confidence  to: 

W.  H.  Davidson,  MD 
Physician  Recruitment  Committee 
Scotland  Memorial  Hospital 
500  Lauchwood  Drive 
Laurinburg,  NC  28352. 
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CALL  US 
FOR  YOUR 
FREE 
1986 

CATALOG 


Let  your  patients  shop  at  home 
for  healthcare  products 


Our  free  catalog  has  52  pages 
of  everything  from  hospital  beds  to 
wheelchairs  to  specialized  exercise 
equipment.  All  delivered  to  your 
patients’  homes  by  one  of  America’s 
largest  and  most  dependable 
suppliers.  Your  patients  can  visit  our 
stores  listed  below,  or  they  can  order 
by  phone.  They’ll  get  fast  service 
and  expert  consultation.  They  can 


also  order  from  the  catalog  at  the 
pharmacy  counter  of  any  Peoples 
Drug  Store. 

Many  physicians  find  it  useful 
to  have  a copy  of  our  catalog  for 
reference  and  patient  instruction.  Let 
us  send  you  our  new  catalog.  Write 
or  call  the  Peoples  Home  Health 
Care  Center  nearest  you. 


PEOPLES 

DRUG 


RICHMOND,  VA 

8903  Three  Chopt  Rd.,  Three  Chopt  Plaza 

(804)  282-0195 


VIRGINIA  BEACH,  VA 

1075  Independence  Blvd.,  Haygood  Shopping  Center 

(804)  464-1606 


BAILEY’S  CROSSROADS,  VA 

3535  S.  Jefferson  St.,  Leesburg  Pike  Plaza 

(703)  750-0914 


VIRGINIA 

MEDICAL 
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Pages 
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Month 

1-58 

1 

January 

59-118 
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February 

119-188 
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March 

189-250 
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April 

251-312 
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May 

313-378 
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June 

379-428 
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July 

429-494 
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August 

495-556 
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September 

557-626 
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October 

627-700 
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November 

701-762 
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KEY  TO  ABBREVIATIONS 


b — book  review 
cr — committee  report 
ed — editorial 
h — history 
in — interview 
le — letter  to  editor 
m — memoir 


* — medical  article 
mb — medibytes 
pv — point  of  view 
s — speech 
sa — special  article 
ss — signs/symptoms 
ww — who’s  who 


SUBJECT  INDEX 


A 

Abscess.  Cryptogenic  splenic  abscess  [Green  & Scott] 
164* 

Abstracts. 

Annual  Meeting,  Virginia  Chapter,  American  College 
of  Physicians,  and  Virginia  Society  of  Internal  Medi- 
cine 100* 

Annual  Meeting,  Virginia  Dermatological  Society  148* 
Annual  Meeting,  Virginia  Surgical  Society  228* 
Acquired  Immune  Deficiency  Syndrome. 

Clinical  signposts  for  Virginia  physicians  [Cader]  225* 
Dealing  with  the  hysteria  [Engel]  222-sa 
Distribution  of  219  cases  in  Virginia  223 


American  Medical  Association. 

Actions  at  AMA  meetings  [Alexander]  81 -mb,  503-mb 
Dr.  Hotchkiss  elected  AMA  President  July  cover 
White  knight  [Kendig]  106-ed 
Auxiliary. 

Auxiliary  calls  up  speakers  cadre  440-sa 
Furry  friends  for  old  folks  [Sly]  653-sa 

B 

Blue  Cross/Blue  Shield.  Mission  of  a merger  [Grin- 
nan]  606-pv 
Board  of  Medicine. 

A decade  of  devotion  [Nelson]  107-ed 
Discipline  and  politics  [Kendig]  108-ed 
Book  Reviews. 

Hollywood  Cemetery,  a Tour,  by  James  DuPriest  178 
Hollywood  Cemetery,  History  of  a Southern  Shrine,  by 
Mary  H.  Mitchell  [Trice]  177 
The  Physician  and  the  Hopelessly  111  Patient:  Legal, 
Medical,  and  Ethical  Guidelines  [Hunter]  178 
Burnout.  From  limbic  look  to  burnout  [Regelson]  520* 

C 

Cancer.  Detecting  early  breast  cancer.  [Faulconer]  45- 
ed 

Carpal  tunnel  syndrome  and  gout:  case  report  [Hoyt] 
407* 

Chlorambucil-induced  pulmonary  fibrosis:  case  report 
and  review  [Carr]  677* 

Commitment.  Civil  commitment  in  Virginia:  a psychiat- 
ric perspective  [Showalter]  34* 

Committees.  On  committees  [Thomas]  604-ed 
Cushing’s  syndrome  due  to  medullary  thyroid  carcinoma: 
case  report  [Lankford  & Farley]  296* 

D 

Deans  of  Virginia’s  three  medical  schools  536,  745 
Death  and  Dying. 

“Society  has  made  much  progress  in  not  prolonging 
dying”  [Cimmino]  525-pv 
The  funeral  of  a patient  [Lynch]  178-ed 
“This  is  a proper  opinion  whose  time  is  certainly  here” 
[Kirk]  527-pv 

Diagnoses.  Clinical,  postmortem  diagnoses  compared 
[Bates]  535* 

E 

Edema.  Idiopathic  edema  [Nestler  & Attie]  420* 
Endoscopy. 

Endoscopic  laser  therapy  for  GI  diseases  [Schubert  et 
al]  738* 

Endoscopy  for  biliary  tract  disease  [Switz  et  al]  732* 
Ethics. 

Ethics  or  economics?  [Owen]  69-ss 
Needed:  collegiality,  not  marketing  [Weyl]  234-ed 
The  Physician  and  the  Hopelessly  111  Patient:  Legal  and 
Ethical  Guidelines  178-b 
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Three  cartoons  that  shook  medical  ethics  [Mitchell] 
144-h 

F 

Fields,  R.  L.,  president  [Mella]  743-ed 
Funerals.  The  funeral  of  a patient  [Lynch]  178-ed 
Family  practice,  Sease  style  706 

G 

Gallstones.  Medical  therapy  of  gallstones:  state  of  the 
art  [Heuman  & Vlahcevic]  725* 

GI  update  [Kendig]  744-ed 

H 

Health  Maintenance  Organizations. 

Coping  with  the  gatekeeper  [Grad]  657-sa 
Coming  of  age  in  Virginia:  HMOs  [Reisler]  659-sa 
Guide  to  Virginia’s  HMOs  [AG]  663-sa 
HMO  fever  rises  at  home,  abroad  198 
HMOs  and  the  gatekeeper  [Kendig]  683-ed 
Lots  of  organizing  going  on  662 
Hepatitis.  Progress  in  viral  hepatitis  [Fallon]  728* 
Homeless.  Virginia’s  homeless:  their  health  and  safety 
challenge  physicians  [Jennings  and  Falck]  37-sa 
Hold  the  high  ground  [Weyl]  107-ed 
Hotchkiss,  W.  S.,  AMA  president  July  cover 
Hypophysectomy.  Transsphenoidal  hypophysectomy: 
an  unusual  complication  [Grayson  & Johnson]  294* 

I 

Immunization. 

Short-term  results  of  an  immunization  compliance  pro- 
gram [Gelfman  et  al]  532* 

Continuing  crisis  [Kendig]  70-ss 
Impaired  Physicians. 

Regaining  health  and  practice  [Fluharty]  106-ed 
Treating  impaired  physicians:  fourteen  keys  to  success 
[Talbott  & Martin]  95* 

The  impaired  physician  [Kendig]  537-ed 
Interview. 

Jim  Moore  on  membership  629 
President  Richard  L.  Fields  705 
In  Vitro  Fertilization. 

Indications  for  in  vitro  fertilization  [Acosta  et  al]  216* 
Keeping  up  with  the  Joneses  [Davis]  232-ed 
This  issue  will  go  far  198-mb 
Issues  and  opportunities  [Ware]  358-s 

L 

Legal/Medical  Liaison. 

“Each  is  dependent  on  the  other”  [Sherman]  152-sa 
Principles  of  Cooperation  for  Physician  Attorneys  152 
“The  disputes  could  have  been  avoided”  [Fauss] 
152-sa 

Legislative  Aides. 

New  perceptions  of  medicine  [Bruce]  389-sa 


Visitors  to  a medical  planet  [Weary]  388-sa 
Your  guide  to  health  aides  390 
Legislature. 

Actions  of  the  General  Assembly  [Goolsby]  258-mb 
Carrying  the  message  to  Congress  [Butler]  411-ed 
Communicate  with  your  legislator  [Villaire]  42-sa 
Meet  the  first-year  delegates  122-sa 
Short  course  in  political  science:  Physicians  Day  265-sa 
VaMPAC:  New  rapport  pays  off  [Burnett]  268-sa 
View  from  a famous  staircase  392-sa 
View  from  Capitol  Hill  386-sa 
Views  from  an  insider  391-sa 
Letters. 

“Am  I to  assume  that  my  career  is  over?”  [Rios]  381 
AMA  pamphlet  on  malpractice  has  this  patient’s  en- 
dorsement [Golden]  121 
Case  of  the  hidden  IUD  [Ferrell]  315 
Crippled  children,  respite  care  among  auxiliary’s  many 
beneficiaries  [Harp]  5 

From  the  national  curator,  an  herbal  connection  [Shi- 
mizu] 431 

George  Craddock  remembered  [Toone]  254 
“Insurers  are  looking  for  a non-existent  type  of  doc- 
tor” [Schellenberg]  631 

Likes  Va  Med’s  “even-handed”  illumination  of  issues 
[Blanchard]  253 

“More  urgent  matters  are  clamoring  for  our  attention” 
[Turner]  630 

New  review  policies,  medical  criteria  for  disability 
determination  [Williams]  558 
New  videotape  programs  offer  osteoporosis  answers 
[Hodeen]  558 

Not  their  fault?  He  doesn’t  believe  it  [Patey]  382 
“Only  through  organization  can  we  shape  medicine’s 
future”  [Giordano]  631 
Patrick  Henry  and  providers  [Lindquist]  121 
Praise  and  protest  for  unified  membership  [King,  Lar- 
zalere,  Elmore,  De.iis,  Cohen]  63 
Praise  for  article  on  “devastating  disease”  [Ross]  66 
Prefers  plain  words  to  “art  and  science”  [Spencer]  496 
Seeks  reversal  of  unified  membership  [Minor]  381 
Seizure,  syncope,  driving  do  not  mix,  [Nolan]  253 
Smoking  and  oxygen  a lethal  mix  [Knox  & Frable]  431 
Takes  exception  to  AMA  “non-stand”  [Denis]  497 
Takes  exception  to  editorial  on  democracy  [Rochmis] 
193 

Takes  exception  to  insurance  ad  [Oberheu]  193 
To  a presidential  letter,  a past  presidential  reply  [Davis] 
631 

Va  Med  issue  on  tobacco  abuse  generates  lots  of  mail 
[Selden,  Ware,  Deignan,  Luedke,  Moore]  631 
Liability. 

Action  at  139th  annual  meeting  701 
Commissioners  consider  MD  coverage  rescue  503-mb 
Councilors  consider  liability  coverage  573-mb 
“Masses  of  physicians  believe  the  trial  lawyers  big  lie” 
[Conners]  524-pv 

“No  renewals”  for  1100  Virginia  MDs  [Moore]  432 
Officials  consider  MD  coverage  rescue  503-mb 
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Remember  the  1100  [Newman]  557-sa 
Thank  you,  Doctor  Davis!  [Kendig]  684-ed 
“The  solution  almost  defies  reality,  but  it  can  be  done” 
[Berrey]  527-pv 

Three  liability  carriers  answer  cancellation,  renewal 
queries  [Stufft,  Kelley,  Tschida]  632-le 

M 

Magnetic  Resonance  Imaging. 

Applications  in  soft  tissue  anatomy  [Paling]  347* 
Beginning  of  something  big  [Teates]  342-sa 
Central  nervous  system  applications  [Cail]  350* 

MRI  comes  to  Virginia  [Calkins]  357-ed 
Physical  principles  and  glossary  [Brookeman]  343* 
Where  the  imagers  are  [AG]  356-sa 
Medibytes. 

Actions  at  AM  A meetings  [Alexander]  81,  503 
Actions  at  MSV  Council  meetings  83,  323,  573 
Actions  of  MSV  House  of  Delegates  701 
Actions  of  the  1986  General  Assembly  [Goolsby]  258 
AIDS  cases  in  Virginia  mapped  198 
ASC  legislation,  certificates  stalled  199 
Commissioners  consider  MD  coverage  rescue  503 
First  physician  union  chapter  starts  up  in  Virginia  576 
Forecast  of  medical  legislation  1986  [Goolsby]  40 
HMO  fever  rises  at  home,  abroad  198 
Membership,  liability,  peer  review  occupy  MSV  Coun- 
cil 573 

Patient-pleaser  pleases  pediatricians,  too  200 
Medicine  as  an  American  art  [Nash]  293-pv 
“Medicine  is  a business”  [Grad]  292-pv 
Medicine:  art  or  business?  [Kendig]  299-ed 
Meetings.  I did  not  have  a meeting  today  [Wilson]  683- 
ed 

Myocardial.  Lifesaving  procedure  for  myocardial  wall 
rupture:  case  report  [Touchstone  et  al]  681* 
Myopia.  The  glory  of  myopia  [Campbell]  167-ed 

N 

Neonates.  Prostaglandin  therapy  on  the  local  level  for 
neonates  with  heart  defects  [Zellers  & Gutgesell]  162* 

O 

Officers  of  component  medical  societies  451 
Officers  of  Virginia  specialty  societies  553 

P 

Peer  Review. 

Council  considers  peer  review  575-mb 
How  the  sanctioning  system  works  [AG]  587 
Peer  review  in  Virginia  [Morton]  584 
Pharmacy. 

Guide  to  drug  product  substitution  538-sa 
Partners  [Kendig]  537-ed 

Physician  numbers  up,  visits  down  [Kenley]  235-s 


THE  MEDICAL  SOCIETY  OF  VIRGINIA 

Actions  of  Council  83,323 
Annual  Meeting  1985 
Actions  of  House  of  Delegates  6,  701 
Notes  from  the  bums  archives  18 
Pictures  6-21 

Presidential  address  [Kuykendall]  10 
Program  594 

Annual  reports  of  committees  590 

Annual  report  of  executive  vice-president  640 

Budget  12 

Changing  of  the  guard  [Kendig]  744 
Congressional  luncheon  386 
Jim  Moore  on  membership  629 
Phonathon  588 
Officers  16,  21,  701 
Physicians  Day  at  the  legislature  265 
President  Richard  Fields  [Mella]  743 
Press  party  642 


Prenatal  Care. 

Affect  of  late-onset  prenatal  care  on  antenatal  diagnosis 
[Bodurtha  et  al]  673* 

Virginia  cares  [Kendig]  684-ed 
Principles  of  Cooperation  for  Physicians  and  Attorneys 
[brochure]  152 

S 

Schizophrenia.  On  schizophrenia  [Pandurangi]  406* 
Sell  job  [Campell]  299-ed 
Signs  and  Symptoms. 

Continuing  crisis  [Kendig]  70 
Ethics  or  economics?  [Owen]  69 
Highwater  marks  [Mathews]  68 
Strongyloidiasis  [Kebede]  104* 

Summer  Camp.  Assessing  adjustment  of  disabled  chil- 
dren to  summer  camp  [Welch  et  al]  409* 

T 

Teaching.  The  doctor  as  teacher  [Wheelock]  412-s 

The  good  old  days  [Nelson]  168-ed 

Tobacco. 

From  king  to  culprit:  tobacco  [Cooper]  458* 

Order  these  brochures  for  your  patients  474 
Smoking  and  heart  trouble  [McGuire]  469* 

The  power  of  the  physician  [AG]  477-sa 
Tobacco:  Virginia’s  dilemma  [Thompson]  478-ed 
Witness:  three  who  quit  [Smith,  Hook,  Owen]  472-in 
Transplants. 

Cardiac  transplants  in  Virginia:  progress  report  [Has- 
tillo  et  al]  288* 

Liver  transplantation  [Carithers  et  al]  735* 

Triumvirate  of  deans  536,  745 
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Unified  Membership. 

A united  front  [Kendig]  44-ed 
Action  at  the  annual  meetings  [AG]  6,  701 
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